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TREATMENT OF ANEURYSMS AND OCCLUSIVE DISEASE OF 
THE AORTA BY RESECTION 


ANALYSIS OF EIGHTY-SEVEN CASES 


Michael E. De Bakey, M.D., Denton A. Cooley, M.D. 


and 
Oscar Creech Jr., M.D., Houston, Texas 





Aneurysms and occlusive lesions comprise the most 
common and serious forms of aortic disease. Both of 
these conditions have a grave prognosis, producing in 
most cases progressively disabling symptoms and ulti- 
mately lethal complications. In aneurysms of the thoracic 
aorta, for example, it has been demonstrated that the 
average duration of life after onset of symptoms is less 
than a year.’ Although life expectancy is somewhat better 
in aneurysms of the abdominal aorta, it is nonetheless 
greatly reduced. Thus, in a careful follow-up study of 
102 cases, Estes * found that one-third of these patients 
died within a year after the diagnosis was established, 
mostly from rupture of the aneurysm, and that only 
10% of these patients at age 65 years have a normal life 
expectancy. These observations assume additional sig- 
nificance in light of recent studies by Maniglia and 
Gregory * showing the increasing frequency of arterio- 
sclerotic aneurysms of the aorta, owing probably to the 
progressive increase of this older age group in the popu- 
lation. 

Although chronic occlusive or arteriosclerotic throm- 
bo-obliterative disease of the aorta usually has a slowly 
progressive course, sometimes extending over a period 
of 5 to 10 years, the ultimate prognosis is also grave, 
with most patients dying of the complications of the dis- 
ease. During this interval, however, these patients suffer 
from progressive arterial insufficiency of the lower ex- 
tremities and other incapacitating manifestations that 
seriously restrict their activities. The various methods of 
therapy that have been employed in the past have usu- 
ally been found relatively ineffective and for the most 
part may be considered only palliative in value. Increas- 


ing dissatisfaction with these methods of therapy and 
better appreciation of the gravity of these conditions have 
encouraged a more aggressive surgical approach to the 
problem. For these reasons we,‘ like others,’ have di- 
rected our efforts during the past few years toward a 
method of treatment that more closely approaches the 
ideal objectives of surgical therapy, namely, extirpation 
of the diseased part with restoration of normal function. 
Accordingly, this report is concerned with certain obser- 
vations derived from an analysis of our experience with 
87 cases in which this method of therapy was employed 


(table 1). aa 
ANEURYSMS 


For aneurysms of the aorta two methods of excisional 
therapy may be employed, depending chiefly upon the 
nature and location of the lesion. The first consists in tan- 
gential excision with lateral aortorrhaphy and is primarily 
applicable to sacciform aneurysms, in which the neck is 
relatively smalland the surrounding aortic wall is suitable 
for suture.** Such aneurysms are usually of syphilitic origin 
and arise in the region of the aortic arch. This is a fortu- 
nate pathological feature, as it permits excision of the 
sac by application of an occluding clamp tangentially 
across the neck of the aneurysm without encroachment 
upon the aortic lumen, thus precluding the necessity of 
temporary arrest of the circulation, which could have 
serious ischemic consequences at the level of the aortic 
arch. Unfortunately it is rarely applicable to arterio- 
sclerotic aneurysms in this region, because they are likely 
to be diffuse rather than sacciform in nature. 

The second method of excisional therapy consists in 
the resection of a varying segment of the involved aorta 
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along with the aneurysm and restoration of continuity 
by means of an aortic homograft. It is usually indicated 
in extensive sacciform and fusiform aneurysms, most of 
which arise in the descending thoracic and lower ab- 
dominal aorta. Its technical performance involves two 
major problems, namely, restoration of aortic continuity 
and the necessity for temporary arrest of aortic circula- 
tion, with its possible ischemic effects upon the tissues 
distally. The use of aortic homografts appears to provide 
4 satisfactory solution to the former problem, although 
‘heir procurement in adequate supply remains a difficult 
natter. Perhaps the solution to this aspect of the prob- 
'em lies in the development of a satisfactory artificial 
»rosthesis. Whereas in our early experience we employed 
homografts preserved in modified Tyrode’s solution, we 
have since adopted the freeze-drying process as described 
elsewhere. Our experience with this method of graft 
preservation in the last 72 cases has been most gratifying 
and has convinced us that it is superior to other methods. 
Of particular interest in this regard are recent morpho- 
‘ogical studies on the structural changes occurring in 
numan aortic homografts from one day to one year 


TABLE 1.—Results Following Resection and Homograft 
Replacement in Aortic Disease 


Recovered 


————=, Died 
Type of Aortic No. Excel- o_o 
Disease Cases lent Poor Early Late Total 
Aneurysms 
Thoracie 7 4 0 3 0 3 
Abdominal 49 36 0 11 2 13 
Occlusive Disease 
Thoracic 7 7 0 0 0 0 
Abdominal 24 19 3 0 2 2 
Total 87 66 3 4 18 


14 
(16%) (20.7%) 


after transplantation.’ These observations suggest that 
the human homograft eventually loses much of its struc- 
tural identity after transplantation and is in part replaced 
by fibrous connective tissue of the host. During the pe- 
riod of this replacement process and for at least one year 
the elastic fibers of the media maintain the functional in- 
tegrity of the graft. Satisfactory healing takes place at 
the anastomosis even in the presence of extensive athero- 
sclerotic changes in host vessels. Particularly note- 
worthy is the fact that no retrogressive changes, athero- 
sclerotic or calcific, were observed in the graft one year 
after transplantation. 

The second problem, the necessity for temporary ar- 
rest of aortic circulation and the consequent threat of 
ischemic damage to the tissues distally, remains as one 
of the most important considerations in limiting the suc- 
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cessful applications of this procedure. This is influenced 
by a number of factors, including the nature, extent, and 
location of the lesion and the duration of occlusion. 
Thus, in congenital and acquired coarctations, where col- 
lateral circulation is well developed, prolonged periods 
of aortic occlusion may be well tolerated, but in aneurys- 
mal disease, in which there may be little or no develop- 
ment of collateral circulation, temporary interruption of 
aortic blood flow may have serious consequences. Ob- 
viously the level of occlusion is of considerable impor- 
tance, and the more proximal the lesion, the greater the 
likelihood of ischemic damage to vital organs. Even brief 
periods of occlusion of the ascending aorta or trans- 
verse arch may produce lethal disturbances. Experience 
would indicate that at levels below the arch the spinal 
cord is the most vulnerable tissue; we have observed no 
evidence of ischemic damage to the abdominal viscera 
or lower extremities in our entire experience. Fortu- 
nately, most aneurysms of the abdominal aorta arise 
below the renal arteries, and therefore, at this low level 
of aortic occlusion, there is little or no danger of ischemic 
damage to the spinal cord or other vital organs. 

The duration of occlusion is still another important 
factor. The safe period for occlusion of the descending 
thoracic aorta has not been accurately determined clin- 
ically. Experience would indicate that it is quite variable, 
for under some circumstances manifestations of cord 
damage have followed relatively short periods of occlu- 
sion, whereas in other instances none has occurred even 
after periods extending up to 50 minutes.* There is good 
reason to believe, however, that prolonged cross-clamp- 
ing the thoracic aorta leads to spinal cord damage. Ac- 
cordingly, these aspects of the problem assume consider- 
able importance for lesions located in the thoracic aorta, 
and measures to overcome their limiting influence have 
practical significance. These include particularly certain 
technical steps in the operation designed to minimize 


.the period of aortic occlusion as previously described.* 


Our experience with reliance on this factor alone is 
limited to four cases, and in only one was there any evi- 
dence of transient paraplegia. 

Other solutions to this problem include the use of 
shunts around the occluded segment of aorta and the use 
of hypothermia. To accomplish the former procedure 
temporary intraluminal or external shunts may be em- 
ployed. Although both of these methods have been used 
experimentally, their clinical usefulness has not been well 
established. The protective effect of hypothermia lies in 
the reduction of arterial oxygen requirements of the nerv- 
ous system as a consequence to tissue cooling and lower- 
ing of the metabolic process. The effectiveness of this 
method has been demonstrated experimentally,’ and we 
have used the procedure in two cases in which it was 
necessary to resect an aneurysm involving the distal por- 
tion of the arch or the aorta. In both of these cases the 
aorta was occluded just distal to the left common carotid 
artery, for periods of 53 and 62 minutes, respectively, 
with no evidence of cord damage following operation.*’ 


Thoracic Aorta.—There were seven patients in this 
series with aneurysms of the thoracic aorta treated by 
resection and replacement with homograft. The ages of 
the patients ranged from 17 to 66 years. The lesions were 
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considered syphilitic in origin in four, traumatic in one, 
and congenital in one. In two of the cases the lesions in- 
volved the distal portion of the aortic arch, arising be- 
tween the origin of the left common carotid and left sub- 
clavian arteries, and in two others the lower half of the 
thoracic aorta was involved. In the remaining cases the 
lesions were more extensive, involving most of the de- 
scending thoracic aorta, as illustrated by the fact that re- 
placement homografts for these cases measured 18, 23, 
and 30 cm. respectively. 

There were three deaths in this series, two of which 
were due to shock, 6 and 12 hours after operation re- 
spectively. The third death, occurring on the eighth post- 
operative day, was due to septicemia that was present 
prior to operation but remained uncontrolled in spite 
of intensive chemotherapy. As indicated previously, only 
one of these patients showed some evidence of ischemic 
cord damage, as manifested by temporary weakness of 
the lower extremities with complete recovery over a 
period of several months. Follow-up observations ex- 
tending up to 18 months show that all the patients who 
survived operation have been completely relieved of their 
symptoms and have remained in good condition. Of par- 
ticular interest is the fact that several of the patients 
with erosion of the vertebrae have shown on serial roent- 
genographic examinations progressive healing and callus 
formation in the involved vertebrae. 

Abdominal Aorta.—From our experience with ex- 
cisional therapy of aneurysms of the abdominal aorta it 
appears that so far as the local process is concerned few 
problems are encountered to provide inoperability. This 
is demonstrated by the fact that, in our series of 50 con- 
secutive cases in which exploration was done with the 
objective of resection, there was only one case in which 
resection was not done; in this case the aneurysm in- 
volved virtually the entire abdominal aorta, requiring in- 
terruption of all visceral blood supply. Distal extension 
beyond the bifurcation, however, has not proved to be 
a limiting factor. Indeed, in all but six of the cases the 
bifurcation was involved, requiring its resection. More- 
over, because the common iliac arteries were also in- 
volved and required resection in nine cases, the distal 
anastomoses of the homografts were made to the external 
iliac artery in six and to both external and internal iliac 
arteries in three cases. In five of the cases the pro- 
cedure was performed as an emergency operation because 
of rupture of the aneurysm." 

Syphilis was considered to be the causative factor in 
only one case, and all of the others were believed to be 
arteriosclerotic in origin. Thus, in spite of the fact that 
in the majority of these cases there were extensive ath- 
cromatous changes and roentgenologic evidence of cal- 
cification in the aorta, in none did these local pathological 
processes prevent resection and the performance of an 
adequate anastomosis to the graft. 

The majority of these patients, approximately two- 
thirds, were over 60 years of age, and one-sixth were in 
the eighth decade, with the oldest patient being 79 years 
of age (table 2). Accordingly, many of these patients 
have the associated systemic degenerative changes of the 
aged. Hypertension of moderate to severe degree was 
present in about one-third of the cases. The consequent 
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disturbances of these degenerative changes, particularly 
those affecting cardiopulmonary and renal functions, 
constitute the most important factors contributing to the 
risk of operation. This is evidenced by an analysis of the 
deaths. It may be observed, for example, that the mor- 
tality rises significantly with increase in age, the figures 
being 16% for the group below 60 years of age and 32% 
for those above this age (table 2). Moreover, among the 
13 deaths following operations, 7 were due to severe cor- 
onary disease and 4 to renal failure. Of the remaining 
two fatalities, one was caused by pulmonary embolism 
and the other by secondary hemorrhage from rupture 
of the graft. The severe impairment in cardiac and renal 
function in these patients was recognized prior to opera- 
tion, and efforts were made to institute appropriate sup- 
portive measures. It was realized, of course, that these 
patients were extremely poor surgical risks, but opera- 
tion was undertaken because of pressing indications such 
as rapidly increasing severity of symptoms and immi- 
nence of rupture. Indeed, in three of these fatal cases 
the aneurysm had actually ruptured. 


TABLE 2.—Mortality in Patients Operated on for Aneurysms 
of the Abdominal Aorta 


Cases Deaths 
on = ain = 
4.1 
32.7 


It is apparent, therefore, that age and serious impair- 
ment of cardiac and renal functions constitute the most 
important factors contributing to the risk of operation. 
Accordingly, they must be carefully evaluated in deter- 
mining operability. Depending upon the circumstances, 
they may or may not contraindicate operation, for they 
must also be weighed against the hazards of the disease 
itself. There were, for example, 11 patients in this series 
with appreciable impairment of cardiac and renal func- 
tion who survived the operation and have since shown 
progressive improvement in their condition; on the other 
hand we have observed 4 patients who during the past 
year died suddenly from rupture of the aneurysm while 
in the hospital under consideration for surgical therapy. 
Follow-up studies on the patients who survived operation 
now extend over a period of 20 months. All of the pa- 
tients have obtained complete relief of their local mani- 
festations, but equally striking has been the improvement 
in their general condition. Particularly noteworthy in 
this regard has been the apparent improvement in the 
general well-being of the patients who prior to operation 
had few or no local symptoms. 

Two of the patients included in the analysis of deaths 
above and designated as late deaths in table | died after 
discharge from the hospital. In one patient, death was 
caused by pulmonary embolism approximately six weeks 
after operation, and in the other it was caused by heart 
failure and uremia following an operation for another 
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condition approximately two months after resection of 
the aneurysm. One other serious complication occurred 
about nine months after operation: the development of 
an aortic-duodenal fistula at the site of the upper anas- 
tomosis of the aorta to the graft, producing intermittent 
hemorrhage. Fortunately it was successfully repaired, 
and the patient has since remained well. 


OCCLUSIVE DISEASE 

Thoracic Aorta.—Occlusive or constrictive lesions of 
the thoracic aorta may be of congenital or acquired or- 
igin, although the former, represented by coarctation, is 

he predominant form of the disease. This is exemplified 

in our series, in which five of the cases were of this type, 
while the other two were arteriosclerotic in origin. In 
most cases of coarctation successful surgical correction 
can be done by excision of the coarcted segment and 
end-to-end anastomosis. In some instances, however, 
particularly those in which the coarcted area is more 
extensive or associated with aneurysmal formation, a 
lengthy segment of aorta must be excised, thus preclud- 
ing the performance of end-to-end anastomosis. Under 
these circumstances repair of the extensive surgical de- 
fect is best accomplished by replacement with homograft, 
as demonstrated by Gross.** 

Our experience with this procedure adds confirmation 
to that of others that it provides the most satisfactory 
means of dealing with this problem. Moreover, by the 
use of proper segments of homografts to provide precise 
restoration of all major vascular channels it is possible 
to obtain normal blood flow through all of the major 
vessels of the aorta as well as the aorta itself. Thus, in 
one of the cases in this series in which the left subclavian 
artery arose from the poststenotic aneurysmal process 
a segment of homograft including this branch of the aorta 
was used, permitting restoration of aortic continuity as 
well as normal circulation through the left subclavian 
artery. In another case in which two large vessels of 
almost equal size originated in the constricted zone, rep- 
resenting the left subclavian and probably an anomalous 
vertebral artery, precise restoration of continuity of both 
of these vessels as well as the aorta was achieved by use 
of a homograft of aortic arch that included the left caro- 
tid and left subclavian arteries. All of the patients in this 
series have had excellent results as evidenced by restora- 
tion of normal blood pressure in both the upper and 
lower extremities. Follow-up observations up to one year 
have shown that these good results have been maintained. 


Abdominal Aorta.—In this series there were 24 cases 
of occlusive or thrombo-obliterative disease of the ab- 
dominal aorta treated by resection and replacement with 
homograft. All of the patients were white men ranging 
in age from 33 to 63 years, with an average age of 49 
years. The clinical manifestations consisted essentially of 
slowly progressive symptoms of arterial insufficiency 
of the lower extremities with intermittent claudication 
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not only in the legs but also in the hips, thighs, and but- 
tocks, in addition to sexual impotence and hypertension 
in about one-third of the cases. The most important 
physical findings were diminished or absent femoral 
pulses and a soft blowing systolic murmur in the upper 
abdomen. Of particular significance was the relative ab- 
sence of trophic change in the legs and feet commonly 
associated with peripheral arteriosclerosis obliterans. 
Aortography confirmed the diagnosis and established the 
presence and extent of the occlusive process. 

On the basis of studies of the pathological changes 
and of aortographic and clinical observations, the cases 
were classified into two categories, those with complete 
occlusion and those with partial occlusion. In all in- 
stances the lesions apparently develop as arteriosclerotic 
processes, beginning most frequently at or near the bifur- 
cation, with atheromatous plaques and a calcified, uicer- 
ated area in the intima leading to thrombus formation. 
It would appear that once complete occlusion occurs at 
the bifurcation level there is gradual propagation of the 
thrombotic process upward to the renal arteries and 
occasionally higher. In this upper portion of the occluded 
segment of aorta the mural changes are often relatively 
minimal, but at the bifurcation level the degenerative 
changes are usually extensive and involve all layers of the 
vessel wall. In the group with complete aortic occlusion 
the impression was gained that the process seemed to 
be more localized, with the degenerative mural changes 
often not extending downward beyond the limits of the 
common iliac arteries. Accordingly, it was usually pos- 
sible to utilize the common iliac arteries immediately 
above the bifurcation for anastomosis to the graft, al- 
though in some instances a limited thromboendarterec- 
tomy was necessary for this purpose. In the patients with 
incomplete aortic occlusion, however, there seemed to 
be a tendency for the degenerative mural changes to be 
much less localized and to extend further downward in 
the iliac vessels. Another frequent finding in this group 
with incomplete aortic occlusion is the occurrence of 
complete occlusion of one of tc common iliac arteries, 
encountered in 9 of the 14 cases. In such cases the occlu- 
sive process usually stopped short of the aortic bifurca- 
tion, but the atherosclerotic changes usually extended 
across the bifurcation into the opposite iliac artery. 

Technical considerations of the operative procedure 
employed in these cases have been presented elsewhere. 
The procedure consists essentially in resection of the in- 
volved segment of lower abdominal aorta and common 
iliac arteries, with replacement by a bifurcation homo- 
graft. In order to provide adequate distal blood flow, par- 
ticularly in the iliac vessels, additional arterial resections 
with homograft replacements were necessary in some 
cases. In a few of the cases with complete aortic occlu- 
sion there was a tongue-like extension of the thrombotic 
process above the renal arteries that could be easily de- 
tached from the aortic wall while the aorta above was 
temporarily occluded. After insertion of the homograft bi- 
lateral sympathectomy was performed in all the patients 
in whom it had not been done previously. There were no 
hospital deaths in this series, but two patients died later. 
one from mitral insufficiency and heart failure two 
months after operation, and the other from hemorrhage 
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resulting from a small rupture in the left common iliac 
artery distal to the line of anastomosis with the graft. This 
patient was apparently in excellent condition at the time 
of his discharge from the hospital, and the explanation 
for the sudden occurrence of this complication several 
weeks later is not entirely clear. Perhaps it was due to 
necrosis of the thin-walled iliac artery consequent to 
thromboendarterectomy. 

Analysis of the results of treatment in this series sug- 
vests certain significant differences in the two groups of 
cases, namely, those with complete aortic occlusion and 


TarLE 3.—Results Following Resection for Occlusive Disease 
of the Abdominal Aorta 


Results 
Average -——~ 
No. Age, Im- Unim- 
Type of Occlusion Cases Yr. 
Complete 46 9 0 


Incomplete 55 10 3 1 
r 2 


———— 


proved proved Died 


49 19 3 


those with incomplete occlusion. It is quite apparent, 
for example, that the best results and the fewest compli- 
cations occurred in the former group (table 3). Thus, 
except for one case, all of the 10 patients in this category, 
including the one that died later of mitral insufficiency, 
had complete restoration of pedal pulses (table 4). In 
this exceptional case pulses were restored in one extrem- 
ity but not in the other, probably as a result of throm- 
bosis in the femoral artery. Of the 14 patients with 
incomplete aortic occlusion, good improvement in circu- 
lation with restoration of pedal pulses was obtained in all 
but 3 (table 4); in 2 of these patients amputation of one 
extremity was subsequently necessary. The fact that all 
three had a considerable degree of associated periph- 
eral arteriosclerosis obliterans suggests that this may 
have played a significant role in the subsequent develop- 
ment of extensive peripheral arterial thrombosis. 

From an analysis of these results and their correlation 
with the pathological process as well as the clinical and 
aortographic findings, it would seem that several forms 
of the disease may be recognized, although in some in- 
stances they may represent different stages of a progres- 
sive disease. In any case their differentiation may be 
significant in the application of this form of surgical 
treatment. One form of the disease is the classical type 
described by Leriche,"* in which there is a complete and 
fairly well localized occlusive process in the terminal 
aorta and bifurcation. It occurs most frequently in rela- 
tively young men between the ages of 40 and 60 years. 
Symptoms of arterial insufficiency are insidious, and al- 
though both lower extremities are commonly involved, 
there is also a frequent tendency for these patients to 
complain of hip, thigh, and buttock pain as well as sexual 
impotency. Bilateral absence of femoral pulsations is 
almost a constant finding, but nutritional or trophic 
changes in the legs and feet are strikingly lacking. There 
is also a greater tendency for hypertension to be present 
in these patients than in those with incomplete occlusion. 
The lesion in this form of the disease, as demonstrated 
by both aortographic and pathological studies, consists 
in most cases of a fairly well localized occlusive process 
involving the terminal aorta, bifurcation, and adjacent 
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iliac arteries. The most extensive atherosclerotic mural 
changes occur at or about the bifurcation, with progres- 
sive diminution in these degenerative changes proximally 
and distally. The gratifying results obtained by resection 
with homograft replacement in our experience lead us to 
believe that this constitutes the treatment of choice in this 
form of the disease. 

The second form of the disease is characterized by 
incomplete occlusion of the terminal aorta, although one 
of the common iliac arteries may be completely occluded. 
This may in some cases represent a less advanced stage 
of the complete occlusive type described above. The pa- 
tients are usually about a decade older than in the former 
group, and the clinical manifestations are of shorter du- 
ration and tend to be more pronounced in the lower 
extremities than in the hip and buttocks. Usually there 
is predominance of symptoms on one side. Moreover, 
there is a greater frequency of nutritional and trophic 
changes in the legs and feet, particularly on one side, 
than in the former group. These patients are also less 
likely to complain of sexual impotency. The lesion in 
these cases usually shows extensive atheromatous 
changes in the terminal aorta, bifurcation, and common 
iliac arteries, but occlusion of the aorta by thrombus for- 
mation is absent, although occlusion may be present in 
one of the iliac vessels. These extensive intimal pro- 
liferative changes tend to produce an irregular and some- 
times beaded stenosis of the aorta, often extending 
upward beyond the renal arteries, and there is a common 
tendency for distal extension of these mural changes. 

From our experience it would appear that this form 
of the disease may also respond well to treatment by 
resection and homograft replacement, but the successful 
application of this method of therapy is dependent upon 
certain factors. Thus, in cases in which the mural changes 


TABLE 4.—Occurrence of Pedal Pulses in Patients Operated on 
for Occlusive Disease of the Aorta 


Number with Pedal Pulses 
| ° a 
Before After 
Operation Operation 
Type of Aortic No. _ = = - — 
Ocelusion Cases Right Left Rieht Left 
Complete 10 9 
Incomplete 5 y l4 1] 


Total 2 § 2 24 20 


1WO% 83% 


do not extend far distally and a good lumen can be ob- 
tained in the common or proximal portion of the exter- 
nal iliac arteries by a limited thromboendarterectomy, 
good results may be expected. On the other hand, if a 
more extensive thromboendarterectomy involving the 
femoral arteries is necessary, the risk of recurrent throm- 
bosis in these vessels, with an unfavorable result, is 
greatly increased. It should be realized that it may be 
difficult to establish these determining factors in the par- 
tially occlusive form of the disease prior to operation. 
Accordingly, under these circumstances surgical explora- 
tion may be advisable and, depending upon the findings, 
resection may be done or only bilateral lumbar sympa- 





14. Leriche, R.: Des oblitérations artérielles hautes (oblitération de la 
terminaison de l’aorte) comme causé des insuffisances circulatoires des 
membres inférieurs, Bull. et mém. Soc. chir. 49: 1404, 1923. 
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thectomy performed. Finally, in those patients with 
manifestations of extensive and diffuse peripheral arterio- 
sclerosis obliterans, even in one extremity, treatment by 
resection and homograft replacement is probably contra- 
indicated. In such cases only lumbar sympathectomy 
should be considered. 

SUMMARY 


Aneurysms and occlusive lesions constitute the most 
common forms of aortic disease. Both of these condi- 
tions are associated with progressively disabling mani- 
festations and a grave prognosis. For these reasons and 
because of dissatisfaction with previous methods of treat- 
ment, efforts have recently been directed toward a more 
effective form of therapy, consisting of extirpation of the 
lesion and restoration of function by the use of aortic 
homeegrafts; our experience has included 87 cases in 
which this method of therapy was employed. 

Successful application of this form of therapy is de- 
pendent upon a number of factors, the most important 
of which are the nature, extent, and location of the lesion. 
In occlusive lesions, for example, where collateral cir- 
culation is well developed and the lesion is fairly well 
localized, there are few or no limitations to the safe 
performance of the procedure. In aneurysmal disease, 
however, these factors, including particularly the type 
and location of the lesion, are of considerable importance 
in determining the feasibility of the procedure. Thus, in 
sacciform aneurysms, in which the neck is relatively small 
and the wall is suitable for suture, tangential excision and 
lateral aortorrhaphy may be readily done no matter 
where the aneurysms arise on the aorta. Fusiform aneu- 
rysms, on the other hand, require resection of the in- 
volved segment of aorta along with the aneurysm, 
imposing the necessity for temporary arrest of aortic cir- 
culation and its possible ischemic effects upon the tissues 
distally. For aneurysms of the abdominal aorta, most of 
which arise below the origin of the renal arteries, this has 
not proved to be a significant limiting factor. For aneu- 
rysms of the thoracic aorta, particularly about the arch, 
it does impose certain limitations. Hypothermia offers 
one approach to this problem and has been successfully 
applied in the resection of an aneurysm of the distal por- 
tion of the arch of the aorta. 

Of 56 cases of aneurysms of the aorta treated by re- 
section and homograft replacement, 7 were located in 
the thoracic aorta and 49 in the abdominal aorta. There 
were 3 deaths in the former group and 13 in the latter. 
The major cause of death was serious cardiac and renal 
disease. Such functional disturbances, along with age, 
are believed to constitute the most important factors con- 
tributing to the risk of operation. Of the 31 cases of oc- 
clusive disease of the aorta, 7 involved the thoracic aorta 
and 24 the abdominal aorta. There were no operative 
deaths in this series, but two patients in the latter group 
died later, one from heart failure and the other from 
hemorrhage. 

All of the cases of occlusive disease of the abdominal 
aorta were considered of arteriosclerotic origin. Analy- 
ses of the results of treatment and their correlation with 
clinical and pathological studies suggest classification of 
arteriosclerotic thrombo-obliterative disease of the ter- 
minal aorta into two major groups, those with complete 
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aortic occlusion and those with incomplete occlusion, 
Resection with homograft replacement in the former 
type, in which the occlusive process is fairly well local- 
ized to the terminal aorta and bifurcation, constitutes the 
treatment of choice in this form of the disease. This 
method of treatment may also be used successfully in the 
latter type, providing the mural degenerative changes are 
not extensive distally. But in cases associated with ex- 
tensive and diffuse peripheral arteriosclerosis obliterans 
the procedure is probably contraindicated and only lum- 


_ bar sympathectomy should be considered. 


With few exceptions all of the patients in this series 
have been completely relieved of their symptoms. Fol- 
low-up observations extending up to 20 months have 
shown progressive improvement in their condition. Al- 
though final evaluation of this method of treatment must 
await longer follow-up studies, the gratifying results ob- 
tained so far suggest that resection is the most effective 
means of dealing with aneurysms and occlusive disease 
of the aorta. 

ADDENDUM 

Since this paper was written, an additional 63 patients 
have been operated on, making a total of 150 patients 
undergoing aortic resection. Of this number, 89 patients 
were operated on for aneurysm; in 13 the thoracic aorta 
was involved; in 76, the abdominal aorta. The remaining 
61 patients were operated on for occlusive disease, 10 
for coarctation and 51 for thrombo-obliterative disease 
of the abdominal aorta. In the group with aneurysm there 
were 20 deaths and an operative mortality of 22%, 
whereas in the group with occlusive lesions there were 
2 deaths and a mortality of 3%. Recently orlon cloth 
prostheses have been used to replace the aortic bifurca- 
tion in 13 patients, with satisfactory results. 
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Antimicrobial Agents in Abdominal Surgery.—Antimicrobial 
agents have made a great change in abdominal surgery, a change 
which can be fully appreciated only by those who have watched 
the inexorable course of a fulminating peritonitis in a child or 
young adult. The recovery of such a patient today is but one 
of many miracles which these agents have wrought. Unfortu- 
nately this progress has not been an entirely unmixed blessing 
because the use and misuse of the sulfonamides and antibiotics 
have complicated abdominal surgery almost as much as they 
have advanced it. . . . The antibiotics and related agents have 
brought forth a number of problems which are primarily of a 
diagnostic or therapeutic nature. These problems did not exist 
before the use of the antibiotics. . . . At times these represent 
simply bad medical practice, but on other occasions they follow 
the injudicious but not wholly inappropriate use of the antibiotics. 
The institution of antibiotic therapy for conditions the nature of 
which is not entirely clear is a potent source of such problems. 
For example, the employment of an antibiotic for a supposed 
gastro-intestinal upset, the underlying cause of which is cancer, 
has resulted in unnecessary delays in the recognition and appro- 
priate treatment of the neoplasm. The failure to establish the 
nature of a specific infection before the use of antibiotics may 
destroy bacteriological evidence upon which the correct diag- 
nosis is principally dependent. Inadequate “prophylactic” therapy 
may only lead to the development of resistance by the offending 
organism. At other times the use of antibiotics may so suppress 
clinical signs as to make the true nature of a disease unrecog- 
nizable until it has progressed to so advanced a state that therapy 
cannot be effectively undertaken.—J. E. Dunphy, M.D., the Role 
of Antimicrobial Agents in Abdominal Surgery, Practitioner, 
October, 1954. 
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Our claims as human beings to superiority among the 
animal species rests entirely on the development of the 
human brain. The brain, with its associated sense organs, 
gives to us a unique ability to apprehend and interpret 
our environment and to adjust our relations to it. At the 
same time it provides a broad avenue of communication 
between the external environment and the internal or- 
gans. When adverse conditions are encountered in the 
environment, and particularly when a person is unable 
to make a satisfactory adjustment to these conditions, 
the confusion within the brain is likely to be communi- 
cated to the internal organs. When this confusion leads 
to errors of adaptation and disturbances of function we 
have what is called a psychosomatic disease. The word 
psychosomatic is not entirely satisfactory, since the term 
soma, in current anatomic parlance, has come to mean 
the body wall as distinct from the viscera. This discus- 
sion has to do with the gastrointestinal organs; conse- 
quently I propose to use the term psychovisceral disease 
when referring to visceral disease of nervous or psychic 
origin. What is commonly called psychosomatic disease 
is generally regarded as a psychological or psychiatric 
problem, and the fact is often overlooked that whatever 
influence the mind has on the body must be communi- 
cated through tangible, material channels. The available 
channels within the central nervous system are the nerve 
cells and their branches, and the specific messages are 
the nerve impulses. From the central nervous system to 
the viscera, communication is by way of the autonomic 
nerves or, possibly, through some of the glands of internal 
secretion. Neglecting the latter possibility for the moment, 
we may assume that, when nerve impulses in appropriate 
number and frequency are transmitted over appropriate 
fibers, all is well; when they are either too few or too 
many, or take the wrong path, disturbances in function 
are to be expected. Errors of function, if sufficiently pro- 
nounced or prolonged, can lead to tissue damage and ob- 
vious organic disease. In this discussion I shall be con- 
cerned with the neurophysiological basis of psychovis- 
ceral disease of the organs of digestion. 


PERIPHERAL AUTONOMIC NERVES 


The autonomic nerves involved are chiefly the vagi 
and splanchnics, but they include also the pelvic and 
hypogastric nerves that supply the lower end of the in- 
testine. The manner in which these nerves influence the 
innervated viscera involves some routine physiology and 
anatomy, with which most doctors are familiar; but to re- 
fresh your memory I shall review the subject briefly be- 
fore attempting to deal with the more difficult problem of 
the relation of the autonomic system to the brain. Our 
original concept of the autonomic system as consisting 
of two main divisions with mutually antagonistic func- 
tions is no longer adequate. The discovery of the neuro- 
hormones and our slowly accumulating anatomic and 
physiological knowledge call for a new interpretation of 
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autonomic function. We know now that the impulses in 
the autonomic nerves, on arrival at their destination in a 
ganglion or in a muscle or gland cell, release specific 
chemical substances that are believed to be responsible 
for the effects that these nerves have on the viscera. All 
preganglionic nerves and most parasympathetic post- 
ganglionic fibers release acetylcholine at their terminals. 
Most of the postganglionic sympathetic nerves, on the 
other hand, release a substance formerly called sympathin 
but now generally believed to be arterenol; possibly 
the hormone released by some of the fibers is ordinary 
epinephrine. The nerves that release acetylcholine are 
classed as cholinergic; the nerves that release arterenol 
or epinephrine are classed as adrenergic. Since many 
postganglionic sympathetic nerves are cholinergic, and 
probably some parasympathetic nerves are adrenergic, 
the older classification has lost much of its physiological 
significance. Using the newer classification, it is doubtful 
whether we are justified in regarding cholinergic and 
adrenergic nerves as antagonistic in function. In certain 
organs, for example, the heart and blood vessels, it ap- 
pears that acetylcholine and epinephrine or arterenol 
have antagonistic actions, but in the gastrointestinal vis- 
cera the antagonism is not always evident. 

It may be worth while to review briefly the major 
functions of the autonomic nerves that supply the ab- 
dominal viscera. The most fruitful approach to this prob- 
lem is to study the effects of cutting the nerves and 
thus abolishing their function. There is an abundance 
of experimental material in the human being, thanks to 
the popularity of vagotomy and sympathectomy as sur- 
gical procedures in appropriate cases. The effects of cut- 
ting the splanchnic nerves, or of removing the sympa- 
thetic chains, on gastrointestinal functions is minimal 
except for an increase in gastric motility.' This effect 
appears to be more or less characteristic of the hu- 
man subject, since it has not been observed to the 
same extent in the common laboratory animals. Pos- 
sibly the motor functions of the colon are also increased 
by sympathetic denervation. Secretion of hydrochloric 
acid by the stomach has been found by one observer to 
be decreased * in human subjects after sympathectomy; 
in the dog it may be either unchanged or increased. 

The conclusion seems justified that the thoracolumbar 
sympathetic nerves are of minor consequence in the day- 
to-day regulation of gastrointestinal function; neverthe- 
less, an abnormal increase in the activity of the intact 
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nerves could have a profound effect either through re- 
striction of the blood supply or by a direct action on the 
viscera; such action would, in general, be manifest as a 
decrease in functional activity. The vagi and the other 
parasympathetic nerves, on the other hand, appear to be 
intimately concerned with the regular functional activity 
of the organs that they innervate. Because of the great in- 
terest in the relations between these nerves and certain 
gastrointestinal disorders, it will pay us to look into this 
phase of the subject more fully. The vagus fibers, as you 
know, do not terminate directly on smooth muscle or 
gland cells but on nerve cells situated, usually, within 
the walls of the innervated viscus. In the stomach and 
intestines these local nerve cells comprise a part of the 
myenteric plexus or the submucous plexus; the plexuses, 
however, contain other cells, some apparently of a sen- 
sory type, whose branches make synapses within the 
plexus, possibly with some of the same cells on which 
the vagus fibers end. We have thus in these plexuses the 
essentials of a local reflex mechanism * capable of being 
influenced, but not necessarily dominated, by impulses 
arriving over the vagi. According to this view the infor- 
mation conveyed over the vagi is subject to a second in- 
terpretation at the local level in the light of information 
coming from the organ itself. 

The vagi are involved in some specific reflexes that 
aid in regulation of gastric motility and gastric emptying. 
More important, perhaps, is their influence on gastric 
secretion. It is becoming increasingly apparent that, be- 
sides being responsible for the cephalic phase of secre- 
tion, they profoundly influence the gastric or hormonal 
phase as well. In addition to its specific reflex functions, 
the vagus appears to be involved in some manner in 
maintaining certain of the gastrointestinal functions at 
a normal level of activity. The best example of this ef- 
fect is to be found in the stomach. The mechanism of 
gastric peristalsis can be shown to be quite independent 
of the extrinsic nerves; yet, if we cut the vagi, gastric 
peristalsis immediately ceases and is not resumed for 
several days or weeks. The stomach at the time becomes 
flabby, and the muscle appears to be weak and easily 
stretched; we say that it has lost tone. More or less com- 
plete recovery occurs after a time, but it is evident that 
while the vagus was functional it did something for the 
local neuromuscular mechanism that made it more re- 
sponsive to the stimuli that normally maintain gastric 
tonus and motility. The gastric glands are similarly af- 
fected. Even purely chemical stimuli like histamine have 
less effect after vagotomy; probably the same is true of 
gastrin,* the gastric secretory hormone that helps to sus- 
tain the secretion after the cephalic phase has ended. 
After vagotomy, many subjects have permanent achlor- 
hydria, even though we know that the vagus does not 
directly initiate the later phases of gastric secretion. 

These phenomena are commonly said to be due to the 
tonic activity of the vagus, but such an explanation does 





3. Kuntz, A.: On the Occurrence of Reflex Arcs in Myenteric and 
Submucous Plexuses, Anat. Rec. 24: 193-210 (Nov.) 1922. 

4. Uvnis, B.: Part Played by Pyloric Region in Cephalic Phase of 
Gastric Secretion, Acta physiol. scandinav. (supp. 13) 4: 1-86, 1942. 

5. Carlson, A. J.; Boyd, T. E., and Pearcy, J. F.: Studies on Visceral 
Sensory Nervous System: Innervation of Cardia and Lower End of Esopha- 
gus in Mammals, Am. J. Physiol. 61: 14-41 (June) 1922. 

6. Gregory, R. A., and Ivy, A. C.: Humoral Stimulation of Gastric 
Secretion, Quart. J. Exper. Physiol. 31: 111-128 (Dec.) 1941. 


J.A.M.A., Jan. 15, 1955 


not account for their occurrence. A probable explanation 
may be developed from a concept suggested years ago 
by A. J. Carlson,® when he called attention to the fact 
that the vagus fibers are not to be regarded as ordinary 
efferent nerves but as connector neurones between cen- 
tral and peripheral reflex centers. An analogous situation 
exists in the central nervous system, where segmental 
reflex centers in the spinal cord are connected with highe- 
centers through descending tracts. In somewhat the same 
manner the local reflex centers in the intestine are con- 
nected with the brain through the vagi. When the de- 
scending tracts in the cord are severed, the segmental re- 
flex centers undergo a period of depression, referred to 
as spinal shock, during which their capacity to function is 
diminished and certain reflexes cannot be elicited at all. 
Function eventually returns to some of these centers, 
whereas others are permanently affected. The current 
theory of spinal shock is that adequate function in seg- 
mental reflex centers requires reinforcement of local 
stimuli by impulses from higher centers. When the de- 
scending tracts that normally convey these impulses are 
divided, the segmental centers are unable for a time to 
transmit reflexes. Why some of them eventually recover 
is not explained, but the fact that they do recover 
strengthens the analogy. 

We may suggest that much that goes on in the intes- 
tine is the result of reflexes mediated through the local 
nerve plexuses and that these reflexes, like the segmental 
cord reflexes, normally require reinforcement by impul- 
ses that descend over the vagi; therefore if we cut the 
vagi we may expect “vagus shock” or “vagotomy shock,” 
a depression of the local reflex mechanism comparable 
to spinal shock. This may be a satisfactory explanation 
for the depression of those reactions in the viscera that 
are frankly reflex in nature, but what about the responses 
dependent on humoral mechanisms that are, apparently, 
also depressed after vagotomy? This raises the inter- 
esting question of the possible interdependence of nerv- 
ous and humoral mechanisms. It would take us too far 
afield to discuss this subject adequately, but it may be 
mentioned in passing that good evidence exists that re- 
lease of the gastric secretory hormone gastrin from the 
pyloric mucosa fails to occur if the local nerve plexus is 
paralyzed.* Similar mechanisms may be involved in re- 
lease of other gastrointestinal hormones. In spite of the 
seemingly important contributions of the vagus nerves 
to the regulation of the processes of digestion, the fact 
remains that digestion can be carried on after a fashion in 
the complete absence of the extrinsic innervation. 


CENTRAL AUTONOMIC REGULATION 

We turn now to consideration of the central mecha- 
nisms through which changes in the environment that are 
recognized in consciousness may be reflected in the pe- 
ripheral autonomic nerves. Of particular interest are those 
mechanisms concerned in perception and transmission of 
stimuli that arouse the emotions. The idea that the viscera 
are in some way involved in the major emotions is as old 
as recorded history. The fact that the hypothalamus is the 
central organ for coordination of emotional expression 
and that it serves also as a center for control of the sympa- 
thetic nervous system is a more recent addition to our 
knowledge but is now generally recognized. Evidence for 
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the existence of parasympathetic centers in the hypo- 
thalamus or its immediate vicinity (for example, in the 
preoptic nuclei) has accumulated more slowly. Too fre- 
quently results obtained in one laboratory could not be 
duplicated in another, presumably because of differences 
in technique; nevertheless, it is possible now to state with 
assurance that peripheral effects characteristic of the ac- 
tivity of parasympathetic nerves can be obtained by selec- 
tive stimulation of appropriate areas in the hypothalamus. 
The idea of separate sympathetic and parasympathetic 
nuclei, the former in the posterior and the latter in the 
anterior hypothalamus, has not been fully confirmed by 
recent work. For example, Strom and Uvnis * were able 
to obtain inhibitory effects on the gastrointestinal organs 
from all parts of the hypothalamus and also from the pre- 
optic nuclei. With selective stimulation at controlled fre- 
quencies they obtained definite motor effects on the 
stomach, small intestine, and bladder from the infundibu- 
lar and mammillary regions, which are in the middle and 
posterior areas, respectively, of the hypothalamus. 

These and similar observations point to the conclusion, 
first proposed by Hess,* that the hypothalamus is not 
merely a group of discrete autonomic centers but an area 
in which autonomic and certain related somatic reflexes 
are integrated. According to this view, the impulses dis- 
charged over the autonomic nerves from specific hypo- 
thalamic nuclei would not be discharged exclusively over 
either the sympathetic or the parasympathetic nerves but 
would be distributed in such a way as to bring about co- 
ordinated visceral responses. In this respect we can see an 
analogy between the function of the hypothalamus in 
coordinating visceral activity and that of the cerebellum 
in coordinating voluntary motor activity. In brief, to 
quote McDonald’s paraphrase of Sherrington’s famous 
observation about the cerebellum being the “head gan- 
glion” of the proprioceptive system, “The hypothalamus 
is the head ganglion of the autonomic system.” *° To com- 
plete this picture we need to consider the connections of 
the hypothalamus with the cortex and other cerebral gray 
matter. To describe these connections in detail would be 
tedious and unprofitable; adequate descriptions can be 
found in numerous accessible publications.*° Connections 
of the hypothalamus with the phylogenetically older parts 
of the brain, the so-called rhinencephalon, are conspic- 
uous and well known. Since these areas are believed by 
‘ome to be primarily concerned with emotional experi- 
ence, they may be of fundamental importance in psycho- 
visceral disease. 

Of more recent interest are the tracts that connect the 
hypothalamus, directly or by way of the thalamus, with 
the neopallium. These have been analyzed in detail by 
Murphy and Gellhorn,": who studied the distribution of 
action potentials resulting from the local application of 
strychnine to various points in the cortex, thalamus, and 
hypothalamus. In discussing their results they state that 
certain of the conducting paths they demonstrated may 
be said to be tracts of “preferential discharge,” or path- 
ways of low resistance. These were paths from the hy- 
pothalamus to the cortex and from the cortex to the 


hypothalamus, both by way of the thalamus. Also in-. 


cluded were two-way paths between the hypothalamus 
and the thalamus. The authors suggest that these two-way 
conduction paths between cortex and hypothalamus may 
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constitute, under some circumstances, “reverberating 
circuits,” by which they mean closed chains of neurones 
over which impulses may continue to circulate long after 
the exciting stimulus has subsided. 


EMOTIONS, CONDITIONED REFLEXES, AND HORMONAL 
MECHANISMS 

Since this is a physiological discussion, the psycho- 
logical aspects of the problem do not concern us. It may 
be pertinent to remark, however, that emotions, like 
other experiences, are responses to stimuli; as such, 
emotions have much in common with ordinary reflexes 
and, perhaps, obey some of the same laws. The phenom- 
ena associated with conditioned reflexes,'* in particular, 
would appear to be applicable, especially as regards the 
visceral responses. Conditioned emotional responses are 
readily established in animals, and, in all probability, they 
are established with even greater ease in human beings. 
It will be recalled that, once a conditioned reflex is estab- 
lished, the external circumstances under which it was 
developed become effective stimuli, even in the absence 
of the original exciting cause. This fact may help to ex- 
plain the seasonal or annual recurrence of such diseases 
as peptic ulcer and the exacerbation of ulcerative colitis 
in particular environmental situations. The development 
of a conditioned reflex is a demonstration of a funda- 
mental law of nervous activity, namely, that once a chain 
of neurones has been made to function in unison it com- 
prises a path of low resistance within the central nervous 
system over which impulses will flow with greater ease 
and certainty the more the pathway is used. 

The precise mechanism through which an emotional 
response is evoked by a particular stimulus and then 
comes to involve some autonomic function in its final 
expression cannot be defined at present. Some of the 
theories proposed by psychiatrists do not inspire confi- 
dence in the mind of a physiologist. However that may 
be, once a stimulus has found its way from one of the 
peripheral sense organs to one of the viscera by way of 
the central mechanism for emotional expression, a second 
stimulus will tend to take the same path. If the stimulus 
is repeated often enough, the emotional response and the 
visceral reaction may become permanently associated, 
and the reaction may occur regularly whenever that par- 
ticular stimulus is exhibited. Indeed, any circumstances 
that are regularly associated with the stimulus may by 
themselves become effective stimuli. The emotional con- 
tent of the reaction is of interest in helping to identify the 
type of stimulus and the central mechanisms involved in 
a particular visceral response, but from the physiological 
point of view it should probably be regarded as a by- 
product of the reaction and not as the proximate cause of 
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the visceral response. It is not intended by this interpre- 
tation to exculpate the emotions entirely or to imply that 
the visceral response can be obtained in the absence of 
the emotional reaction. Indeed, the emotional response 
and the visceral response are closely linked in that they 
both result from activation of the same neuronal chain. 
It may also be assumed that this association will hold 
true whether the activation is by means of external stim- 
uli, memory, or imagination. It is intended to imply that 
both the conscious emotional feeling and the unconscious 


visceral response are the results of activity within neu- 


rones and that neither is the proximate cause of the other. 

It would be misleading to close this part of the discus- 
sion without reference to the probable role of the pituitary 
and adrenal hormones in the responses of the viscera to 
environmental stimuli. These glands are surely involved 
in the reactions of the body as a whole to stress. Specific 
effects on the gastrointestinal organs of the hormones that 
are probably involved in these reactions are little known 
or understood, but it is known that gastrointestinal ulcera- 
tion and mucosal hemorrhages are a common occurrence 
in severe nonspecific stress. Although these have gener- 
ally been interpreted as being due to activation of auto- 
nomic nerves, recent evidence indicates that the adrenal 
hormones secreted in response to administration of corti- 
cotropin may cause increased gastric secretion ** and thus 
play a part in causing duodenal ulceration. Even if the 
endocrine organs should prove to be a major factor in 
psychovisceral disease, that would not alter our thesis 
that nerve impulses are primarily involved, since pituitary 
hormones are released through hypothalamic stimulation. 


THERAPY 


If the principles outlined in this discussion are physi- 
ologically correct, they should have some therapeutic im- 
plications; it is of interest to note the extent to which 
therapeutic measures based on these principles have met 
with success. On the assumption that certain diseases, 
notably peptic ulcer and ulcerative colitis, are initiated 
or exacerbated by overactivity of the parasympathetic 
nerves, an attempt has been made to interfere with con- 
duction in these nerves by section of the nerves or by 
administration of drugs that interfere with their peripheral 
action. The best example of nerve section is the well- 
known operation of vagotomy or “vagectomy.” It would 
be presumptuous to attempt in a few words to evaluate 
this operation about which volumes of controversial 
opinion have already been written. I will only remark that 
the dire consequences that some physiologists feared 
would follow vagotomy did not materialize in most pa- 
tients; this, I believe, is proof that the surgeons are better 
physiologists than we thought they were. The fact is that 
vagotomy, in man or experimental animal, precipitates 
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an acute physiological emergency, which, although tem. 

porary, is potentially dangerous. The surgeon’s succes; 
with the operation depends on the skill with which he | 
meets this emergency in the postoperative care of his 
patient. The low mortality so far reported indicates that 
the required conditions are usually met and that future 
evaluation of the operation should be based on its thera- 
peutic effectiveness and not on its potential dangers. 

A number of drugs ** now available or being tested, for J 
example, atropine, interfere in some way with the effects 
of acetylcholine and, therefore, with the action of the 
cholinergic nerves. In theory, at least, therapy with a good 
anticholinergic drug should be more effective than vagot- 
omy. Whereas vagotomy merely disconnects the enteric 
plexuses from the central nervous system, leaving the 
peripheral reflex mechanism structurally intact, these 
drugs act to depress the most peripheral parasympathetic 
nerve endings, thus nullifying the effect even of the local 
reflexes. Most of them possess in some degree an addi- 
tional action, referred to as ganglionic blockade, which 
means that they suppress to some extent conduction 
through peripheral autonomic ganglions. This latter ac- 
tion is exerted on sympathetic as well as parasympathetic 
ganglions. The widespread action of these drugs inter- 
feres to some extent with their usefulness, since the dos- 
age required to depress gastrointestinal functions may 
interfere with autonomic regulation of other functions 
not involved in the disease being treated. Although the 
dream of a “medical vagotomy” has not been realized, 
it is possible by means of these drugs to diminish gastric 
secretion and motility to such an extent that many of the 
symptoms of duodenal ulcer disappear, to the great re- 
lief of the patient. Since it is impossible with any of the 
anticholinergic drugs now available to produce achlor- 
hydria without intolerable side-effects, such as dryness of 
the mouth and blurred vision, these drugs cannot as a 
rule be relied on to cause healing of an ulcer without 
other therapy. Their most dangerous property probably is 
their effectiveness in relieving pain, which, as Bockus * 
has pointed out, may bring about a situation in which the 
patient is unaware of an ulcer that is progressing even to 
the extent of perforation. In general, neither vagotomy 
nor therapy with the anticholinergic drugs has been as 
effective in ulcerative colitis as in peptic ulcer. 


SUMMARY AND CONCLUSIONS 


It is proposed that so-called psychosomatic diseases 
are reactions to stimuli that are transmitted over tangible 
neuronal pathways susceptible to investigation by ana- 
tomic and physiological methods. This proposition is sup- 
ported by present knowledge cencerning the functions of 
the autonomic nerves that supply the viscera, the role of 
the hypothalamus as a center for coordination of visceral 
reflexes and for emotional expression, and the connec- 
tions of the hypothalamus with the rhinencephalon and 
the neopallium. Some of the mechanisms involved in de- 
velopment of conditioned reflexes may also play a part in 
abnormal psychovisceral reactions. Success of therapy 
based on some of the principles was significant. The anat- 
omy and physiology of the nervous system give at least a 
partial explanation for psychovisceral disease. 
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LUMBAR DISK SYNDROME CAUSED BY MALIGNANT TUMORS OF BONE 







Richard T. Odell, M.D. 


and 


J. Albert Key, M.D., St. Louis 


The typical syndrome of an intervertebral disk rupture 
or protrusion in the low back is well defined and gener- 
ally known; however, in a large percentage of patients 
suffering from this condition the symptoms and findings 
on physical examination and on roentgenograms are not 
typical. Even in a series that is limited to patients in whom 
the diagnosis was proved at operation and in whom the 
symptoms were relieved by the operation, the picture may 
be extremely variable. At one extreme are those patients 
with a chronic bilateral low back pain of gradual onset, 
in whom the only positive preoperative physical finding is 
local tenderness to deep pressure over the lumbar disk. 
At the other extreme are those patients with a history of 
severe low back pain and sciatica following an injury to 
the back, who have abnormal posture, marked limitation 
of movement in the low back and on straight leg raising 
on the affected side, and severe pain with these move- 
ments, and who also have tenderness in the back and but- 
tock and over the sciatic nerve and calf, muscle weak- 
ness, and such neurological changes as absent knee or 
ankle jerks and hypesthesia in the fourth or fifth lumbar 
or first sacral dermatomes. All variations between these 
extremes may be encountered, and myelogratis may or 
may not show abnormalities; the patient may be suffering 
from a disk lesion, and the symptoms and resultant dis- 
ability may be sufficient to warrant operation in that par- 
ticular patient.’ 

It is no wonder, then, that in any large series of pa- 
tients treated either conservatively or surgically for an 
intervertebral disk lesion there will be a few cases in 
which the diagnosis is wrong. This is because a number of 
conditions, such as ankylosing arthritis in the lumbosacral 
spine or sacroiliac joints, tumors of the spinal cord or 
its appendages, and chronic infection in the lumbosacral 
spine,” can cause symptoms resembling those of a disk 
rupture. To the lesions that may simulate a disk syndrome 
Morrissey * has added these five: a granuloma caused by 
an unrecognized thorn that penetrated the spinal canal, 
a chordoma, an extradural abscess, a cyst in the spinal 
canal, and a fibrosarcoma at the greater sciatic notch. 
From our own series we might add a fibrosarcoma on the 
linea aspera of the femur that involved the sciatic nerve, 
an osteoid osteoma of the transverse process of the third 
lumbar vertebra, an unrecognized depressed fracture of 
the lamina of the fourth lumbar vertebra, a Ewing’s tu- 
mor of the proximal third of the femur, large engorged 
veins around the lumbosacral nerve roots, and malignant 
tumors of the bone, either metastatic or primary, in the 
lumbosacral spine or pelvis. 

Fortunately, all of the above conditions are rare, and 
some of them can be diagnosed in the roentgenogram or 
cause other symptoms that suggest the correct diagnosis. 
For instance, on the orthopedic service at Barnes Hos- 
pital during the past 12 years we have encountered only 
two tumors of the spinal cord or its appendages (one un- 


suspected ependymoma and one neurofibroma that was 
suspected) in a series of over 1,200 operations for inter- 
vertebral disk lesions. During the same period we have 
seen 19 patients with malignant tumors involving the 
bone in this area; 10 had symptoms of an intervertebral 
disk lesion that led to their being treated conservatively 
with this diagnosis; 9 were operated on for an interverte- 
bral disk lesion. In this paper we shall present observa- 
tions on these 19 cases, with complete reports on 3 cases. 


REPORT OF CASES 


Case 1.—A 42-year-old woman who had been operated on 
by one of us (J. A. K.) in 1944 had a past history unrelated to 
the disease in question except that 14 months previously she 
had been operated on for carcinoma of the breast. She was first 
seen in the hospital where she had been in bed, with traction 
on the leg, for eight days. About one month earlier, from no 
known cause, she had begun to have pain in the low back; this 
had gradually become worse and had involved the right lower 
extremity. The pain had become more severe until finally it 
confined the patient to bed and opiates were necessary for relief. 
The patient had not been benefited by traction. The pain was 
aggravated by prolonged standing or bending the back in any 
direction, but especially by forward bending, coughing, or 
sneezing. On physical examination the patient stood bent for- 
ward, leaning to the left, with the lumbar spine flat; she had 
difficulty in standing on account of pain in the low back and leg. 
Pain was present in the right buttock, posterior thigh, and calf, 
and these areas were tender on deep pressure. Pain was also 
elicited on deep pressure over the space between the fifth lumbar 
and first sacral vertebrae, especially to the right of the midline. 
The right ankle jerk was less active than the left. No sensory 
disturbance was noted. On account of the history of cancer, the 
roentgenograms were carefully searched for evidence of a 
metastatic lesion in the lumbar spine and sacrum, but nothing 
abnormal was seen. In spite of the history of cancer, a diagnosis 
of a lesion of the fifth lumbar disk on the right was made; since 
the clinical picture was quite typical and the pain was severe and 
intractable, we operated the next day without making a myelo- 
gram. At operation a moderately soft and friable dark red mass 
of soft tissue about 1.5 cm. in diameter was seen projecting 
backward from the body of the fifth lumbar vertebra, lying 
directly beneath and pressing on the first sacral nerve root. This 
was recognized as a metastatic lesion and was removed; then 
more tumor was removed from the underlying bone, leaving a 
defect about 2 cm. in diameter and 1.5 cm. deep. The post- 
operative course was uneventful, and the patient experienced 
immediate and complete relief of her leg pain. Three weeks after 
she left the hospital, she was dancing and having no pain; at 
that time, she was given deep x-ray therapy. When she was lost 
to follow-up, about six months later, she was having no trouble. 
The diagnosis in this case was metastatic carcinoma. 

Case 2.—In 1945, a 45-year-old man was referred to one of 
us (J. A. K.) on account of severe, intractable low back pain 
and sciatic pain. When first seen the man was standing with the 
left foot resting on a chair, with the hip and knee flexed and the 
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back flexed so that his chest approached the left knee; he stated 
that this was his most comfortable position. The pain in the 
low back had begun 11 months previously after he had injured 
his back while pushing a truck; it had increased and extended 
down the back of the left leg to the ankle. The symptoms and 
the physical findings were almost identical with those in case 1 
except that the opposite side was involved; attempts to extend 
the left knee or hip caused severe pain. Roentgenograms of the 
lumbar spine and sacrum revealed nothing abnormal. A diagnosis 
of rupture of the fifth lumbar disk on the left side was made, 
and because of the severity of the pain it was decided to operate 
the next day without making a myelogram. At operation a dark 
red, friable, moderately firm tumor was found projecting from 
the posterior surface of the sacrum and pressing on the first 


Summary of Cases of Nineteen Patients with Malignant Bone Tumors Who Had Lumbar Disk Syndromes 


J.A.M.A., Jan. 15, 1955 


back, by attempting to stand, or by coughing, sneezing, or strain- 
ing; on a history of paresthesia of the lateral surface of the right 
thigh; and on the discovery at physical examination of marked 
limitation of straight leg raising on the right, localized tender- 
ness over the fourth lumbar disk, and tenderness over the left 
buttock, posterior thigh, and calf. As the roentgenogram showed 
nothing abnormal, the patient was operated on two days later. 
At operation, a grayish-red, soft, friable tumor was found in the 
floor of the vertebral canal, lying on the surface of the fourth 
lumbar vertebra under the fifth lumbar root and extending up 
over the posterior surface of the body of the third lumbar verte- 
bra. The tumor was removed and the underlying bone curetted. 
The patient’s postoperative convalescence was uneventful, and 
the pain was relieved. The patient was found to have carcinoma 
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Tumor Pain 
Re- Final Re- 
moval Diagnosis lieved 


Yes Breast * Yes 


Remarks 


Prompt relief of pain; treated with 
deep x-ray and lost track of one 
year later 

Relieved of pain; died one year later 

Relieved of pain; living and work- 
ing four years later 


Yes Prostate * Yes 
Yes Prostate * 
Returned one year later; tumor 


found in right posterior superior 
spine ilium 


Cervix * 


Tumor in lumbosacral plexus found 
at second operation 


Chondro- 

sarcoma 

Anus * Operated on again for disk lesion: 
tumor found after that 

Tumor found at second operation 
for disk lesion 


Kidney * 


Operated on again for infected 
disk; tumor of sacrum found 
after that 


Known to have chondrosarcoma 
when operated on; disk and tu- 
mor removed with relief of pain 


Vagina * 


Chondro- 
sarcoma 


Fibrosar- Roentgenogram showed destruction 

coma of lamina; operated on to relieve 
pain 

Osteogenic Tumor of ilium involved sciatic 

sarcoma nerve 

Prostate * Relieved of pain; lost to follow-up 

Cervix * Pain relieved temporarily 


Giant cell Operated on after deep x-ray ther- 
tumor apy failed to relieve pain; now 
doing well 


Biopsy of ilium only 


Tumor of ilium and femur dis- 
covered later; biopsy performed 


Tumor of trochanter discovered 
later; biopsy performed 


Abnormal roentgenogram later; no 
biopsy 


Biopsy of lamina only 


Thyroid * 
Kidney * 
Ewing’s 
tumor 
Lung * 


Solitary 
plasma 
cytoma 





* Primary site of metastatic carcinoma. 


sacral nerve root. The tumor was about 2 cm. in diameter and 
extended out to the right articular facet. It was removed, and 
a considerable amount of the underlying bone and tumor were 
curetted away. The postoperative course was uneventful; the 
patient was relieved of his pain. The diagnosis was metastatic 
carcinoma; later examination revealed a carcinoma of the 
prostate, of which the patient died about a year after operation 
for tumor of the lumbar disk. 

Case 3.—In August of 1951, a 55-year-old man was referred 
to one of us (J. A. K.) on account of severe pain in the low back 
and right posterior thigh that had begun gradually without 
known cause and had confined the patient to bed much of the 
time during the past three months. The patient was admitted to 
the nespital by ambulance, suffering so much pain that he was 
unable to stand; consequently, examination was not very satis- 
factory. Diagnosis of rupture of the fourth lumbar disk was 
based on history of severe pain in the right low back, right 
buttock, and posterior thigh, aggravated by movement of the 


of the prostate, for which he was treated with deep x-ray and 
was given large doses of diethylstilbestrol (Stilbestrol). He was 
able to return to his work as a merchant and has continued to 
be active in his business during the past three years. He has 
recently had an orchiectomy. When last seen here he still had 
occasional pain in the right leg, but it was not severe or disabling: 
his back did not trouble him. Recent roentgenograms reveal a 
markedly sclerotic fourth lumbar vertebra. 


The salient points in the course of these cases are 
shown in the table. It can be noted that in 12 of these 
cases the low back pain and sciatica were caused by 
metastatic carcinoma, while in 7 the symptoms were 
caused by a primary tumor. In 11 instances nothing ab- 
normal was noted in the roentgenograms when the pa- 
tient came under our care, although subsequent observa- 
tion would indicate that macroscopic tumors were present 
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in the bone at that time. We believe that the fact that a 
bone may be invaded and even partially destroyed by 
tumor and yet exhibit no change in the roentgenogram 
is not as well known or appreciated as it should be. When 


Fig. 1.—Lateral roentgenogram of the lumbar spine of patient in case 2, 


showing an undiagnosed radio-opaque lesion in the posterosuperior body of 
the fourth lumbar vertebra. Exploration revealed metastatic carcinoma, 
primary site, prostate. 


Fig. 2.—Photomicrograph of tissue removed at operation on patient in 
Case 7, Roentgenograms had showed no abnormality; diagnosis was meta- 
Sta!) carcinoma, primary site, kidney ( 150). 
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the roentgenogram shows no abnormalities, physicians 
are very likely to feel that tumor in the bone is ruled out. 
As a matter of fact, tumor cells may invade the bone and 
replace the marrow cells without destroying bone; in 
such a case changes in the roentgenogram cannot be ex- 
pected. A considerable amount of cancellous bone may 
be destroyed or removed mechanically without any 
change visible on roentgenograms. When Lachmann and 
Whelan * took contact roentgenograms of bones, then 
partially decalcified the bones with acid and took more 
roentgenograms, they found that it was necessary to re- 
move from 20 to 40% of the calcium before evidence of 
decalcification was visible in roentgenograms. They, and 
also Snure and Maner,* found that when they removed 
portions of cancellous bone from the bodies of vertebrae 
and filled the defects with gelatin or macerated muscle, 
the defects were not visible unless the rays passed through 
the long axis of a hole through the bone. On the othe 
hand, a relatively small defect in the cortex of a bone 
might be visible. 


Fig. 3.—Anteroposterior roentgenogram of the pelvis of patient in case 15 
showing two osteolytic lesions of the sacrum and ilia. This patient, treated 
elsewhere for low back pain and sciatica, was found to have metastatic 
carcinoma, primary site, thyroid. 


It is evident that in clinical roentgenograms taken 
through the overlying soft tissues it is more difficult to 
demonstrate defects in the bone than it is in contact films 
of isolated bones. In support of this, Shackman and Har- 
rison,® in a paper illustrated by roentgenograms and 
color photographs of sections of vertebral bodies, re- 
port four cases of carcinoma with gross metastases in the 
vertebrae that were not visible in the roentgenograms. 
Young and Funk ‘ have sectioned the lumbar vertebrae 
in 74 consecutive cases of patients dying of carcinoma 
and found gross metastatic lesions in 30, or 41%; in 
only 13 of these 30 spines with metastases did roent- 
genograms made after removal of the bone from the body 
disclose any evidence of the lesions. It is thus evident 
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that the absence of abnormalities visible on roentgeno- 
grams does not rule out the possibility of a lesion in the 
bone and that in a patient with a history of cancer and 
back pain a metastatic lesion should be suspected. If in- 
tractable pain in the back develops, with or without 
sciatica, the patient may be considered to have a meta- 
static lesion or a disk lesion until biopsy has revealed 
the true diagnosis. Even with no history of cancer the 
patient may still be suffering from a metastasis or from a 
primary bone tumor in the spine, pelvis, or proximal por- 
tion of the femur. In support of this, Gewanter and co- 
workers * found that in 5.9% of all patients with cancer 
the first symptoms of the disease were caused by metas- 
tases, while the primary focus remained silent; in 4 of our 
19 patients the first symptoms of malignant disease were 
those caused by metastasis in the spine or pelvis, and in 
5 others the first symptoms of a recurrence were those of 
such a metastatic lesion. Furthermore, the incidence of 
skeletal metastases in patients dying of cancer is reported 
as anywhere from 12 to 27%." It is believed that the 
highest rate is the most accurate and that the percentage 
of skeletal metastases found in such patients will vary 
directly with the thoroughness of the search for them. 
How can the physician avoid the error of mistaking a 
tumor of the bone or in the soft tissues near the lumbo- 
sacral plexus or sciatic nerve for an intervertebral disk 
lesion? We think that it is not possible for the physician 
who sees many such cases to avoid an occasional errone- 
ous diagnosis of this sort; nor is it very important, because 
whether the pain is caused by an intervertebral disk lesion 
or a cancer it may be relieved by the treatment. If the 


surgeon is convinced that an effort to relieve the patient’s 
symptoms by surgery is advisable and that the symptoms 
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are caused by a disk lesion, then he should operate 
whether or not the myelogram shows abnormalitie,. |f 
the clinical picture is fairly typical, he should operate 
without making a myelogram, for this procedure adds 
to the period of hospitalization and expense and is not 
without danger. (One of the three deaths in our series of 
over 1,200 cases was due to meningitis that we believe 
was caused by this procedure; the dura was not opened 
and at postmortem examination there was no evidence of 
infection in the wound; of the other two deaths, one was 
due to septicemia, and the other, in a 67-year-old senile 
man, was due to unknown cause.) Furthermore, if the 
myelogram showed a filling defect in the spinal canal it 
might be impossible for the physician to tell whether this 
was being caused by a tumor or displaced disk material. 
Finally, if the patient is suffering severe pain and disa- 
bility, and the surgeon can relieve him by a relatively safe 
operative procedure, the patient is entitled to this relief 
and the surgeon should not withhold it because he is 
afraid that he is going to find a tumor instead of a disk 
lesion. Even if the patient is known to have a tumor, he 
may also have a disk lesion, and operation may afford 
relief; case 9 in this series is an example of such a case. 
In this series, operation resulted in relief of pain in 4 of 
the 9 patients who were operated on for a disk lesion 
when a tumor was present and in 4 of the other 10 in 
whom the operation was done as a palliative measure; in 
the other 6 cases the spinal canal was not explored. 
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SURVIVAL OF PATIENTS WITH 


CARCINOMA OF THE BREAST 


Lieut. Robert G. Small (MC), U. S. N. R., Charleston, S. C. 


Arthur M. Dutton, Ph.D., Rochester, N. Y. 


The complete survival experience of a single hospital 
in breast cancer, with complete survival curves, rather 
than just the percentage of five year cures, is presented 
here. In addition, a comparison is made between radically 
treated and untreated groups, as well as between groups 
classified according to age. We realize that a rigorous 
evaluation of the radical mastectomy operation from the 
standpoint of survival would require that patients be 
given or denied radical surgery at random. After a suit- 
able period of time a comparison could be made. The 
next best approach is the analysis of past experience, 
which in this instance is based on data on 1,008 patients 
with histologically proved breast cancer. This group rep- 
resents all patients with breast cancer (excluding sarcoma 
and carcinoma of the male breast) seen at the University 
of Rochester up to Jan. 1, 1953. 





From the Department of Surgery (Lieut. Small) and the Statistics 
Section, Atomic Energy Project (Dr. Dutton), University of Rochester. 

This study was conducted under a fellowship of the American Cancer 
Society. 

1. Berkson, J.. and Gage, R. P.: Calculation of Survival Rates for 
Cancer, Proc. Staff Meet. Mayo Clinic 25: 270-286 (May 24) 1950. 


METHODS 

No patient with histologically proved breast cancer 
was excluded from this series. In some cases, patients 
were first seen only a few hours or days before death. In 
other cases, the operability of the tumor was doubtful. 
However, all these unfavorable cases were included for 
the sake of accuracy. A record of each patient is kept on 
a 5 by 7 in. card that contains data as to age, date of op- 
eration, etc. Follow-up material was collected with me- 
ticulous care. The status of every patient was known at 
the time the data were assembled. In the actual calcula- 
tion of survival rates and in the preparation of the graphs, 
the methods of Berkson and Gage ' have been followed. 


Grouping.—In those patients who had a radical mas- 
tectomy, an effort was made in each case to cure the 
cancer, since, by definition, a radical mastectomy is an 
attempt to remove all malignant tissue in the hope ol 
cure. So-called modified radical mastectomies were con- 
sidered to be nonradical procedures. In the group of pa- 
tients who had nonradical treatment, therapy included 
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measures Other than radical mastectomy, such as simple 
mastectomy, irradiation, and hormone therapy. Since 
radical mastectomy is generally considered the treatment 
of choice in carcinoma of the breast, the patients who had 
radical mastectomy could be considered as “treated” in 
contrast to the “untreated” group whose therapy is con- 
sidered palliative. 
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Fig. 1.—Survival in patients aged up to 40 years who underwent ragical 
mastectomy for carcinoma of the breast. 


In any group of patients, both the living and the dead 
must be considered in the calculation of survival time. 
In the group of living patients who had radical mastec- 
tomy, survival time indicates the number of months be- 
tween the date of radical mastectomy and Jan. 1, 1953. 
Survival time in the patients with radical mastectomy 
who are dead is the number of months from the date of 
radical mastectomy to the date of death. Survival time 
in the living patients who had nonradical therapy refers 
to the time in months from the onset of therapy (simple 
mastectomy, irradiation, etc.) to Jan. 1, 1953. If no spe- 
cific treatment was used, time measurement began when 
the patient was first seen at the hospital. Similarly, in 
the patients with nonradical therapy who are dead, time 
measurement included the time between onset of treat- 
ment and death. This method of expressing survival time 
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Fig. 2.—Survival in patients aged 41 to 50 who underwent radical 
Mastectomy for carcinoma of the breast. 


was chosen because there is no accurate way of telling 
when a cancer begins. Date of operation, however, is 
definite. Moreover, in beginning time measurement when 
the patient is given treatment for the first time, we have 
an indication of survival while under medical care. The 
number of patients in each group is as follows: 


Living, nonradical treatment...................2eceeeeee 44 
EE ee 293 
, IONE WOE, cccsccwiccccvensvccceseseees 226 
ey i os cs ciccecvacasenccussseewes 445 
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As is well known, carcinoma of the breast in a young 
woman is often rapidly fatal, while in the aged the course 
is likely to be more benign. For this reason the patients 
have been grouped according to age. Figures | through 
5 depict survival in the group with radical mastectomy, 
while figures 6 through 8 illustrate survival in the group 
with nonradical treatment. Each graph represents a dif- 
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Fig. 3.—Survival in patients aged 51 to 60 who underwent radical 
mastectomy for carcinoma of the breast 


ferent age period. It will be noted that there are five age 
groups for the patients with radical mastectomy and only 
three for the patients with nonradical treatment. This was 
necessary so that an approximately equal number of pa- 
tients (125) could be represented on each graph. 
Explanation of Graphs.—All graphs are survival 
curves with grouping by age, as explained above. The 
ordinate of each graph (per cent survival) is the per- 
centage of patients alive after a given number of years; 
the abscissa indicates the number of years that have 
elapsed with respect to the survival of the group being 
considered. It should be noted that the ratio of living to 
dead changes each year. The percentage of living patients 
decreases each year. For example, at 10 years, one must 
exclude a living patient who has been observed for only 
92 years. 
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Fig. 4.—Survival in patients aged 61 to 70 who underwent radical 
mastectomy for carcinoma of the breast. 


The uppermost of the four curves on each graph is the 
survival curve of a normal female population chosen for 
maximal similarity to the experimental population. Data 
for these normal curves were obtained from government 
vital-statistics reports.* For each age group, normal 
women from the general population were carefully chosen 
to correspond in age to the patients. The solid-line curves 
marked by X’s are survival curves determined by the 
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actuarial method. The curves marked by a broken line 
were determined by the direct method. The difference 
between the actuarial and direct methods is trivial and 
depends on whether patients not carried to the next year 
are dropped at the beginning of the year or at the half- 
year mark. A solid-line curve drawn between open cir- 
cles will be seen running close to the two empirically 
determined survival curves described above. This third 
curve is derived from an expression presented by Berk- 
son.* This function was evolved to compare the mortality 
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Fig. 5.—Survival in patients aged 71 and over who underwent radical 
mastectomy for carcinoma of the breast. 


of two groups different with respect to treatment, type of 
cancer, or other characteristics. The parameter c repre- 
sents the proportion of cured patients subject only to 
normal death rates, while @ is the increased death rate 
of those patients with cancer that have not been cured 
(1 —c). It is amazing how well these theoretical curves 
fit the empirically derived curves. It will be seen that the 
three lower curves on each graph are very close to one 
another. 
Values of c and 8 in Patients Studied 


Radical Nonradieal 
Operation Treatment 


. 4 “« — "ae - \ 
Age of Patients :* Bt - B 
ee 2 0.19 
Up to 40 Bi 4 0.16 
41-5 . 0.21 
0.17 
0.09 


0.21 


* ¢ = fraction cured. 
+ B — death rate of those not cured (1 -¢). 


COMMENT 

There is gross similarity between the survival curves 
of the entire group who had radical mastectomy and the 
entire group treated nonradically. In both there is a high 
mortality in the first few years. This rate is higher in the 
group with nonradical treatment. On the other hand, the 
corresponding normal mortality rate is also higher for 
that group. The obvious reason for this is that the group 
with nonradical treatment is composed of persons who 
are older in general, and hence would die at higher rates, 
than those who had radical operation, even if similar in 
all other respects. Reference to the table shows that in 
the group with radical operation 38% died at normal 
rates, while 62% died at the increased rate of 19% per 
year. The picture among the nonradically treated is 
as if 24% died at normal rates while 76% died at the 
very high rate of 66% annually. If the two groups were 





3. Berkson, J., and Gage, R. P.: Survival Curve for Cancer Patients 
Following Treatment, J. Am. Statist. A. 47: 501-515 (Sept.) 1952. 
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similar in all respects except for treatment, radical sur- 
gery would have saved only 14% more than nonradica! 
treatment but would have alleviated the average cancer 
mortality for the others. However, factors other than 
treatment affect mortality in each group. It may be, for 
example, that part of the apparently cured 38% in the 
entire group with radical mastectomy had very slowly 
growing tumors and died from other diseases. Likewise. 
a large part of the high mortality in the patients with non- 
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Fig. 6.—Survival in patients aged up to 50 years who had nonradical 
treatment for carcinoma of the breast. 


radical treatment occurred because many of these persons 
were essentially dead at the time of admission and classed 
as inoperable. Indeed, the surprising thing is that the non- 
radically treated group has as high a rate of cure as 24%. 

In considering the breakdown by age groups in the 
table, it is interesting to note that, with the exception of 
the oldest age group in both classifications and the 41-50 
age group under radical operation, the fraction cured 
seems to be about the same. Also, the cancer mortality 
rates (8 values) for all age groups under radical opera- 
tion are around 15 to 20%. The corresponding rates for 
nonradical treatment groups are much higher. In other 
words, the picture gained from the over-all group anal- 
ysis is borne out—not much change in c values (cures), 
but a big difference in favor of radical mastectomy for the 
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Fig. 7.—Survival in patients aged 51 to 70 who had nonradical treatment 
for carcinoma of the breast. 


8 values (cancer mortality). In the 71 and over age 
groups, the mortality for those with radical operation is 
almost normal. In the nonradically treated group of the 
same age are 37% cures and a cancerous death rate of 
40% per year. 

In figures 1 through 5 it is seen that, in spite of radical 
operation, the survival at various time intervals after op- 
eration is very poor as compared to expectancy in the 
normal population. However, in the older age groups tie 
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curves for normal and diseased persons approach each 
other. In figure 5 they are almost identical. This phenom- 
enon is probably due to age-produced differences in 
orowth rate of cancerous tissue. It would be tempting to 
consider the area between the curves for normal persons 
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Fig. 8.—Survival in patients aged 71 and over who had nonradical 
treatment for carcinoma of the breast. 


and patients with cancer as inversely proportional to the 
efficacy of treatment. However, many factors other than 
treatment can influence this area. 

Figures 6 through 8 show survival in three nonradically 
treated groups. Again, age difference is evident. The early 
drop in figure 6 is pronounced. However, this group con- 
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tains many patients who were moribund when first seen 
There was a relatively large number of survivals of one 
month or less in this group. 


SUMMARY AND CONCLUSIONS 

When considered by itself, the radical mastectomy 
operation leaves much to be desired from the standpoint 
of long-term survivals. It appears that mortality in can- 
cer is a constant process, little affected by treatment. 
Between 24 and 38% of patients with cancer behave as 
if cured with respect to mortality, regardless of method of 
treatment. Age has again been shown to be a most im- 
portant factor in survival of patients with carcinoma. 

Analysis of survivals of patients with carcinoma of the 
breast seen at the University of Rochester, in which pa- 
tients treated by radical mastectomy and those treated 
with other methods are compared by means of the Berk- 
son-Gage formula, indicates that it is doubtful if many 
more persons are cured by radical mastectomy than by 
other forms of treatment. In the cancerous group as a 
whole, distribution of deaths is as if a few die at normal 
rates while the majority die at increased rates. 

12A Mary Ellen Dr. (Lieutenant Small). 





SURGERY FOR CERVICAL RIB AND SCALENUS ANTICUS SYNDROME 


John Raaf, M.D., Portland, Ore. 


During the last half century scores of papers have been 
written on pain in the upper extremity, but it is evident 
that the problem today lacks satisfactory resolution. 
There is little doubt that in certain instances compression 
of the neurovascular structures in the neck is due to a 
cervical rib. Essentially the same symptoms may be pres- 
ent when there is no cervical rib, and numerous authors 
have believed that the scalenus anterior muscle plays a 
major role in the production of these symptoms. A review 
of recent literature indicates growing discord regarding 
compression of the brachial plexus due to displacement 
(scalenus anticus syndrome), and many dissent from the 
idea that the scalenus anterior syndrome without cervical 
rib is a definite factor in upper extremity pain. 

In the past 16 years my associates and I have seen 117 
patients whose symptoms and signs were such that a 
diagnosis of cervical rib and/or scalenus anticus syn- 
drome was made. Our experience followed that of others, 
in that (1) women are affected more frequently than 
men, (2) persons in the middle decades of life are more 
apt to be affected than younger or older persons, and (3) 
the right arm is more often involved than the left. Sev- 
enty-one (61% ) of our 117 patients were women and 
46 (39% ) were men. Eighty (68% ) of the patients were 
between the ages of 20 and 40 vears when symptoms be- 
gan. The syndrome involved the right arm in 65 patients 
(55% ), the left arm in 43 (37% ), and was bilateral in 
9 (8%). As pointed out by other authors, any explana- 
tion of the cause of symptoms in the cervical rib and/or 
sculenus anticus syndrome must be consistent with the 
above three facts. 





DIAGNOSIS 

Symptoms in cervical rib and scalenus anticus syn- 
drome are usually divided into three categories, local, 
nervous, and vascular. The chief local symptom is ten- 
derness in the supraclavicular fossa, and in cases of 
cervical rib a visible and palpable deformity may be 
present. The manifestations of nerve compression are 
primarily pain in the neck, shoulder, and upper extremity. 
Muscular weakness and atrophy, particularly of the 
thenar eminence and interossei museles, is sometimes 
seen. Peripheral vascular changes are evidenced in the 
hand by coolness, duskiness, blanching, increased per- 
spiration, and trophic changes, even with ulcer formation. 

In diagnosis, cervical rib and scalenus anticus syn- 
drome must be differentiated from a wide variety of con- 
ditions. Inflamed or traumatized soft tissues resulting in 
bursitis, myositis, and fibrositis should not be difficult to 
differentiate. Irritation of or pressure on nerve roots due 
to inflammation (neuritis ), tumor, arthritis of the cervical 
spine, and cervical protruded intervertebral disk require 
careful consideration. Because of the vascular disturb- 
ances in cervical rib and scalenus anticus syndrome, such 
diseases as Raynaud’s di->*se, thrombangiitis obliter- 
ans, and “shoulder-arm-hand syndrome” may simulate 
the symptoms produced by supraclavicular neurovascu- 
lar compression. The condition most likely to be con- 
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fused with scalenus anticus syndrome and cervical rib 
is cervical protruded intervertebral disk. In the latter con- 
dition the pain is more often on the radial side of the 
hand, whereas in scalenus anticus and cervical rib the 
pain is more likely to be on the ulnar side or generalized 
in the hand and fingers. In cervical protruded disk, trac- 
tion on the neck is more likely to afford relief, while pres- 
sure on the head, particularly when the head is tilted to 
the side of the pain, usually causes an aggravation of 
symptoms. A cervical myelogram may help in the differ- 
entiation. There are occasions when differentiation can- 
not be made, and in one instance we sectioned the sca- 
lenus anterior muscle only to discover at a later date that 
the patient’s discomfort was due to a cervical protruded 
intervertebral disk. 


Palpation in the supraclavicular area or roentgeno- 
grams of the cervical spine may establish the presence of 
cervical rib. However, in my opinion, there is nothing 
pathognomonic in the symptoms, signs, or diagnostic 
procedures, including the vascular tests, that will defi- 
nitely establish the scalenus anterior muscle as the cause 
of the patient’s pain. Stammers * stated that (1) almost 
any muscular man can obliterate his radial pulse by ac- 
tive adduction of the arm against the trunk, (2) bracing 
the shoulders obliterates the pulse in over 60% of normal 
men and women, (3) active abduction with extension 
diminishes or obliterates the pulse in about 50% of nor- 
mal persons, and (4) simply holding the breath on in- 
spiration will obliterate the pulse in some persons. I agree 
with Eaton * that much confusion regarding the scalenus 
anticus syndrome has resulted from failure to consider 
all mechanical factors that may produce pressure on the 
neurovascular structures and from too great dependence 
on clinical tests of obliteration of the radial pulse to make 
the diagnosis and the decision whether surgery is indi- 
cated. 

NONOPERATIVE TREATMENT 


Eighty-three of the 117 patients in this series re- 
sponded to conservative treatment or suffered such mild 
symptoms that operation was not justifiable. The non- 
operative treatment that we employed consisted of phys- 
ical therapy and corrective exercises * to strengthen the 
muscles of the shoulder girdle. Some patients found relief 
by sleeping on three pillows arranged according to 
Reichert’s method, described by Hendricks.‘ Repeated 
injections of procaine (Novocaine) hydrochloride into 
the region of the scalenus anterior muscle sometimes were 
followed by lessening of symptoms. It is our opinion that 
a prolonged period of conservative treatment and psycho- 
therapy should be tried before operation is suggested to 
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for operation such as marked impairment of the circula- 
tion. Forty surgical procedures were carried out on the 
other 34 patients. Four patients had operations on both 
sides, and two patients had the same side operated on 
twice because of a recurrence of symptoms after the first 
operation. 

OPERATION FOR CERVICAL RIB 


Adson * has reported that, in a group of 75 patients 
with cervical rib, 60% were relieved of all symptoms and 
30% were greatly improved by scalenotomy without 
resection of the cervical rib. We believe that in almost all 
cases rib removal should accompany scalenotomy if best 
results are to be obtained. Two patients in our series who 
had cervical ribs were operated on elsewhere the first 
time, the operation being limited to section of the sca- 
lenus anterior muscle. The first of these patients was re- 
lieved of symptoms for 10 weeks after the scalenotomy, 
while the second was relieved for about three years. We 
reoperated on the first patient in July, 1942, at which 
time a cervical rib measuring 4 by 0.5 by 1.5 cm. was 
removed. Since recovery from the second operation this 
patient has had little or no trouble with her arm. The sec- 
ond patient we operated on again in January, 1953, at 
which time the brachial plexus was found to be riding 
over the cervical rib. Three centimeters of the rib was 
rongeured away, and except for “nervousness” the patient 
has been well up to the present. 


Principally as a result of our experience with the first of 
these two patients, it has been our policy to always re- 
move the cervical rib rather than to restrict the operation 
to section of the scalenus anterior muscle. The anterior 
approach has been employed in all of our surgical pa- 
tients. The incision bisects the angle between the clavicle 
and the posterior border of the sternocleidomastoid mus- 
cle. If necessary the incision may be extended upward 
along the anterior border of the trapezius.° It is seldom 
necessary to divide the omohyoid or the sternocleidomas- 
toid muscle to obtain adequate exposure. In our series 
10 operations were performed in which the scalenus an- 
terior muscle was cut and the cervical rib removed. In 
this small series 80% of the results were excellent. 


OPERATION FOR SCALENUS ANTICUS SYNDROME 
WITHOUT CERVICAL RIB 

Thirty operations were performed because the patients 
had symptoms and signs suggestive of pressure on the 
neurovascular supraclavicular structures, although roent- 
genograms showed no evidence of cervical ribs. In 17 of 
these operations the procedure was limited to section of 
the scalenus anterior muscle, with slightly less than 50% 
good results in these 17 patients. In 13 of the 30 opera- 
tions for so-called scalenus anticus syndrome some struc- 
ture other than the scalenus anterior muscle seemed to 
be compressing the neurovascular bundle. 


Scalenus Medius Muscle.—The scalenus medius mus- 
cle appeared to be producing more compression of the 
nerve roots than did the scalenus anterior in eight pa- 
tients. The following cases are illustrative. 


A 22-year-old woman complained of pain in the left arm and 
color changes in the left hand. The pain was principally in the 
median nerve distribution. At the time of operation, on Feb. 9, 
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Vo 


195 
int 


mee 


the 
pal 
of 


rig 
tio 
of 





la- 
the 
oth 
on 


- 


\- 








Vol. 157, No. 3 


195), the scalenus anterior was cut and a tight ligamentous band 
in the anterior border of the scalenus medius muscle was found 
to be compressing the brachial plexus (fig. 1). Section of the 
scalenus anterior and much of the scalenus medius muscles at 










C- 5-+* | SCALENUS 
ANTERIOR 


SCALENUS 
| MEDIUS 





Fig. 1.—Tight ligamentous band in the anterior border of the scalenus 
medius compressing the brachial plexus. 


their insertion released the pressure on the brachial plexus. The 
patient reported on May 25, 1954, that she considered the results 
of the operation good. 

A 24-year-old woman complained of pain and tingling of the 
right hand and forearm. There was coldness, excessive perspira- 
tion, and atrophy of the thenar eminence and intrinsic muscles 
of the right hand. Operation, on Dec. 19, 1944, revealed that the 
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Fig. 2.—Lower trunk of the brachial plexus (C-8 and T-1) compressed 
between two tendinous insertions of the scalenus medius. 


lower trunk of the brachial plexus was compressed between two 
lendinous insertions of the scalenus medius (fig. 2). Section of 
these tendinous insertions afforded relief of most of her pain, 
but when last contacted, on June 4, 1954, she stated the muscular 
atrophy had persisted. 
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A 39-year-old woman suffered pain in the right arm, swelling 
in the right hand, and numbness in the little finger of that hand 
On July 20, 1950, the right scalenus anterior muscle was com 
pletely sectioned at the insertion into the first rib. On Aug. 31, 
1950, the patient reported that she had been relieved of pain 
and the tingling in the hand had disappeared. The relief of 
symptoms continued until March, 1951, when she returned with 
the same complaints she had prior to operation in July, 1950 
The right pulse was still obliterated on performing the Adson 
test. A myelogram made with ethyl iodophenylundecylate 
(Pantopaque), on April 10, 1951, revealed no cervical protruded 
intervertebral disk. On April 16, 1951, the right supraclavicular 
area was again explored, the scar tissue was dissected away, and 
this time the anterior margin of the scalenus medius was sec- 
tioned. A letter from the patient, dated May 25, 1954, stated, 
“In reply to your letter . I am very happy to report that | 
have full use of my right hand and arm. There is no pain or dis 
comfort whatsoever. I still find it hard to believe that after two 
years of pain and suffering that the final recovery after the second 
operation was so complete.” 


The role of the scalenus medius in the production of 
the so-called scalenus anticus syndrome has been men- 
tioned by several authors.’ Lawson and McKenzie * cited 
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Fig. 3.—Band of tissue from the end of the left rudimentary first rib 
to the sternum compressing the lower part of the brachial plexus 


a case in which they believed the scalenus minimus was 
the structure that caused the pain. Kirgis and Reed *” 
likewise believed the scalenus minimus muscle in some 
instances acts as one of the jaws of a vise to pinch nerve 
roots C-8 and T-1. 

Pressure from Rudimentary First Rib.—White, Pop- 
pel, and Adams ° have called attention to the symptoms 
produced by a rudimentary first rib and have stated that 
in this condition scalenotomy alone is seldom an effective 
operation. They believe radical resection of the rudi- 
mentary first rib from a point close to its articulation with 
the transverse process is necessary. In one case in our 
series malformation of the first rib was the cause of the 
patient’s distress. 





7. (a) Rogers, L.: Upper-Limb Pain Due to Lesions of the Thoracic 


Outlet: The Scalenus Syndrome Cervical Rib and Costoclavicular Com 
pression, Brit. M. J. 2: 956-958 (Oct. 29) 1949. (b) Kirgis, H. D., and 
Reed, A. F.: Significant Anatomic Relations in the Syndrome of the 
Scalene Muscles, Ann. Surg. 127: 1182-1201 (June) 1948. (c) Stammers.’ 

8. Lawson, F. L., and McKenzie, K. G.: The Scalenus Minimus 
Muscle, Canad. M. A. J. 65: 358-361 (Oct.) 1951 
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A 22-year-old woman complained of pain, numbness, and 
tingling in the left hand, the third, fourth, and fifth digits being 
particularly affected. Roentgenograms of the spine showed 
anomalies of the first ribs bilaterally, but the patient had never 
experienced any trouble with the right hand. At operation, on 
May 24, 1945, it was found that the left rudimentary first rib 
continued as a sharp band of tissue, extending from the end of 
the rib to the sternum. The brachial plexus angled sharply over 
this tight band, and the scalenus anterior muscle instead of insert- 
ing into the first rib inserted into the second rib (fig. 3). The 
band of tissue and about 2.5 cm. of the rudimentary rib were 
removed with excellent results. 


Anomalous Bands.—lIt is well known that anomalous 
bands of fibrous tissue in the supraclavicular area may 
compress various components of the neurovascular 
bundle. The following case is an example. 

A 22-year-old woman had pain radiating down the right arm 


and involving all of the fingers. The fingers tingled, but there 
were no color or temperature changes. Roentgenograms of the 
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Fig. 4.—Anomalous band of fibrous tissue extending from an elongated 
transverse process of the seventh cervical vertebra to the first rib. Nerves 
C-7, C-8, and T-1 compressed. 


cervical spine showed the transverse process of the seventh 
cervical vertebra was longer than average. The diagnosis of 
scalenus anticus syndrome was made, and at operation, on 
July 11, 1951, a tight band of tissue, which extended from the 
tip of the transverse process of the seventh cervical vertebra 
down to the first rib, compressed nerves C-7, C-8, and T-1, which 
were angulated over the band (fig. 4). The band was cut and the 
tip of the transverse process rongeured away. A letter from the 
patient, dated June 5, 1954, stated she was free from symptoms. 


Anomalous Arteries Compressing Nerve Roots.— 
Large arteries compressed roots or trunks of the brachial 
plexus in two patients in our series to such an extent that 
it seemed these structures were the cause of the patient’s 
symptoms, 

A 24-year-old woman complained of coldness and tingling 


of the fingers of the right hand, especially the index and middle 
fingers; pain at times was severe. At operation, on Nov. 12, 


J.A.M.A., Jan. 15, 1955 


1949, an anomalous superficial cervical artery from the thyro. 
cervical trunk ran under the scalenus anterior muscle instead 
of over the muscle. The upper trunk (C-5-C-6) appeared to 
be compressed by this artery, which was larger than the average 
superficial cervical artery (fig. 5). The scalenus anterior muscle 


‘and the artery were cut, after which the upper trunk was 


adequately decompressed. A report on June 20, 1954, regarding 
this patient stated the symptoms in the right hand had dis. 
appeared after operation and up to that time had not recurred 
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Fig. 5.—Anomalous superficial cervical artery passing under the scalenus 
anterior muscle compressing the brachial plexus. 


A 27-year-old woman complained of weakness and pain in 
the right arm, the fourth and fifth digits of the right hand being 
particularly painful. Roentgenograms showed the transverse 
process of the seventh cervical vertebra to be unusually long. 
Operation, on Nov. 27, 1952, revealed a normal scalenus anterior 
muscle that was not compressing the brachial plexus. After 
sectioning the scalenus anterior, a large anomalous artery coming 
off the subclavian artery was found running underneath the 
scalenus anterior and compressing nerve root C-7 against the 
elongated transverse process of the seventh cervical vertebra 
(fig. 6). The artery was cut and tied, and the elongated process 
of the seventh cervical vertebra was rongeured away. Other 
problems, chiefly of a psychiatric nature, made evaluation of 
the results of the surgery difficult in the early postoperative 
period. However, later the patient became well adjusted and at 
the time of writing is working and is free of symptoms. 
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Fig. 6.—Anomalous artery from the subclavian compressing nerve rool 
C-7 against the elongated transverse process of the seventh cervical 
vertebra. 


COMMENT 
Upper extremity pain is due to a variety of conditions, 
and the term scalenus anticus syndrome is often loosely 
employed. In our small series of 30 operations for sca- 
lenus anticus syndrome without cervical rib there were 
13 in which some structure other than the scalenus «n- 
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terior muscle seemed to be responsible for the patient's 
symptoms. Compression of the neurovascular bundle 
from the scalenus medius muscle, rudimentary first rib, 
elongated transverse process of the seventh cervical ver- 
tebra, anomalous band, and even an anomalous artery 
was found in these cases. Other structures also have been 
blamed for neurovascular disturbance of the upper ex- 
tremity. Brickner” and Telford and Stopford '’ among 
others, have stated that the scalenus anticus syndrome 
may be due to tension, particularly on the first thoracic 
nerve as it crosses a normal first rib. Telford and Motters- 
head '' reported eight cases of pressure at the cervico- 
brachial junction in which they thought the symptoms 
were due to pressure of the clavicle on the first rib in a de- 
formed thoracic outlet. Various authors '* suggest that 
resection of the first rib may be the operation most likely 
to afford relief. Wright '* thought the subclavian vessels 
and brachial plexus could be compressed at a point where 
these structures pass posterior to the pectoralis minor 
muscle and beneath the coracoid process. Walshe, Jack- 
son, and Wyburn-Mason ** point out there are likely to 
be a multiplicity of factors that lead to nervous and vas- 
cular pressure symptoms in the upper extremity. Many 
surgeons have taken a limited view of the problem. 


The scalenus anterior muscle may in some instances 
be the causal factor in upper extremity pain, but in many 
cases some other structure is more important. To simply 
cut the scalenus anterior muscle in cases of scalenus anti- 
cus syndrome without cervical rib and to look no farther 
for some other cause is to invite failure. In this series less 
than half of the 17 patients who had the scalenus anterior 
muscle cut were relieved. When some other structure that 
seemed to be compressing the brachial plexus was found, 
section of or removal of the compressing agent was at- 
tended by much better results. A thorough and complete 
exploration of the brachial plexus should be carried out 
and the neurovascular bundle freed from all compressing 
bands and structures. The situation is somewhat similar 
to protruded intervertebral disk. A laminectomy and re- 
section of the ligamentum flavum from over a protruded 
disk may decompress the affected nerve root and give re- 
lief, but a more satisfactory and permanent result will be 
obtained by removal of the protruded portion of the disk. 


If abnormalities in development, such as those found 
in Our patients, are responsible for arm symptoms, one 
must explain why the syndrome occurs more frequently in 
women than in men. Certainly anomalies in development 
should be as common in one sex as in the other. Any 
structure that tends to “tie down” or compress the neuro- 
vascular structures might not produce symptoms until 
sagging of the shoulder girdle occurs later in life. Because 
women exercise less their shoulder musculature is weaker, 
more drooping of the shoulder girdle occurs, and there- 
fore more traction is placed on the immobilized neurovas- 
cular structure. The right arm is more often affected than 
the left because most persons are right-handed. 


SUMMARY AND CONCLUSIONS 
Various structures may exert pressure on the neuro- 
vascular bundle at the cervicobrachial junction. If the 
patient has symptoms from the presence of a cervical 
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rib and adequate conservative treatment does not afford 
relief, operation is indicated. At the time of operation 
the scalenus anterior muscle should be cut and the cervical 
rib removed. When symptoms are thought to be due to 
scalenus anticus syndrome without cervical rib, a pro- 
longed period of conservative and psychiatric treatment 
is first indicated. If the patient with scalenus anticus syn- 
drome fails to respond to conservative treatment, opera- 
tion may be justified, but the surgical procedure should 
not be confined to simple section of the scalenus anterio1 
muscle. A thorough exploration of the brachial plexus, 
with removal of the structure that is compressing the 
neurovascular bundle, is indicated. 


833 S. W. 11th Ave. (5). 
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Tetralogy of Fallot.—This is the most frequent cyanotic con- 
genital defect. It consists of pulmonary stenosis, right ventricu- 
lar hypertrophy, overriding aorta and interventricular septal 
defect. The pulmonary stenosis and the interventricular septal 
defect (allowing pressure and flow transfer from left to right 
ventricle) combine to cause right ventricular hypertension. How- 
ever, because of the existence of the interventricular septal de- 
fect, there is an equalization of pressure between the two ven- 
tricles which presumably is the reason why right ventricular 
hypertrophy and dilatation never reach the level seen in puimo- 
nary stenosis with intact interventricular septum. Since the aorta 
overrides both ventricles it receives unoxygenated blood from 
the right ventricle (a right to left shunt) causing cyanosis from 
birth. Sometimes, the onset of cyanosis is delayed for a few 
months after birth, because of persistence of a patent ductus 
arteriosus. . . . Eisenmenger’s Complex differs from tetralogy 
of Fallot in two fundamental aspects. First, the pulmonary valve 
is normal. Secondly, overriding of the aorta is often minimal. 
Thus, patients with this anomaly may show no cyanosis early, 
and even later in life may show only transitory cyanosis. Some 
patients, with proven overriding, show no peripheral desatura- 
tion, i. e., no significant right to left shunt, unless they exercise 
severely, or in other ways (e. g., crying), raise right ventricular 
pressure. It is thought by some that the difference between this 
complex and a “high” interventricular septal defect is one of 
degree, depending on the amount of overriding of the aorta 
In addition, there is present in this anomaly an associated severe 
degree of pulmonary arteriolar-sclerosis, with marked pulmo- 
nary hypertension. The outstanding clinically easily determin- 
able difference from tetralogy of Fallot is the increased 
vascularity of the lung fields. The pulmonary arteries are very 
large and they often pulsate excessively —G. R. Graham, M.D., 
Some Aspects of the Dynamics of Congenital Heart Disease, 
Great Ormond Street Journal, June, 1954. 
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ABDOMINAL DISEASE 


Paxton P. Powers, M.D., Staunton, Va., John L. Read, M.D. 


and 


Reno R. Porter, M.D., Richmond, Va. 


The pain of acute pericarditis usually centers about 
the precordial and substernal areas. Occasionally, the 
character, intensity, and radiation of such pain may sim- 
ulate that of acute myocardial infarction.' A survey of 
the literature reveals a paucity of references to the ab- 
dominal manifestations of this disease. However, we 
have been impressed by the relative frequency of occur- 
ence of severe abdominal pain, often accompanied by 
cramps, distention, tenderness, spasm, nausea, and vom- 
iting. In fact, the abdominal symptoms in two patients 
were so severe that their cases were considered to be 
surgical emergencies. One patient underwent an explor- 
atory laparotomy for a possible ruptured appendix. An- 
other was thought for a time to have a perforated peptic 
ulcer. In view of these observations, it was decided to 
review ail of the cases of acute idiopathic pericarditis 
seen at this hospital during the past eight years. Primary 
emphasis was placed on the location of the pain and on 
symptoms that tended to suggest a gastrointestinal rather 
than a cardiovascular process 


SELECTION OF CASES 


A perusal of the records revealed 20 cases of acute 
idiopathic pericarditis. Four of the cases were rejected 
because of previous myocardial infarction, specific infec- 
tions, and other probable etiological agents. Three cases 
were rejected because of their failure to conform to the 
criteria arbitrarily established for the diagnosis. These 
criteria were (1) a combination of serial electrocardio- 
grams demonstrating the acute phase and subsequent 
resolution of pericarditis and the demonstration of a 
pericardial friction rub on auscultation or (2) transient 
enlargement of the cardiac silhouette observed on serial 
roentgenograms and/or the demonstration of a definite 
pericardial friction rub. 

Although acute idiopathic pericarditis is a relatively 
recently defined clinical entity, the clinical and laboratory 
manifestations have been well documented.? The usual 
history describes an antecedent infection of the respira- 
tory tract followed by chest pain, fever, tachycardia, 
pericardial friction rub, electrocardiographic changes, 
and a tendency to both pericardial and pleural effusion. 
Leukocytosis is inconstant and may be related to pleurisy 
with effusion. The chest pain is variable in quality, in- 
tensity, and duration.* It may be referred to the neck 
and left shoulder via the phrenic nerve or to the ab- 
domen by way of the lower intercostal nerves. Five of 
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the 13 patients (see table) in this series complained of 
significant abdominal pain. In three there was subsequent 
migration or radiation of the pain into the chest, neck, 
shoulders, or arms. This focused attention on the heart 
and made possible a diagnosis of pericarditis. In those 
patients who complained primarily of abdominal pain 
the location was epigastric except in case 9, in which the 
pain involved the entire abdomen. Like the chest pain 
in pericarditis, the abdominal pain is often abrupt in on- 
set and severe; however, the intensity and quality vary 
from patient to patient. Patients have used descriptive 
words like aching, stabbing, cramping, and fulness in an 
attempt to describe the quality of the epigastric pain. The 
duration of the abdominal pain varied from several hours 
to several days. In most patients the abdominal pain was 
replaced by chest pain, which persisted for an additional 
few days to several weeks. The two patients who had pain 
localized solely to the abdomen complained of marked 
tenderness to palpation; however, definite rebound phe- 
nomena were lacking and peristaltic sounds were heard. 
These cases are reported in detail. 


REPORT OF CASES 


Case 9.—A 37-year-old Negro man was admitted to the hos- 
pital on July 2, 1953, because of severe epigastric and lower 
abdominal pain of four days’ duration. His pain was described 
as aching and cramping in quality with radiation to the back, 
subscapular areas, and shoulders. It was not affected by deep 
inspiration. His past history was nonrevealing with the excep- 
tion of a bout of pneumonia several years before and long 
overindulgence in alcoholic beverages. Physical examination re- 
vealed a normally developed, well-nourished man who sat 
doubled up in bed with both arms folded about his abdomen. 
He grimaced and complained of severe, cramping abdominal 
pain. His temperature was 100.4 F by mouth, respirations 30 
per minute, and pulse rate 88 beats per minute. His blood pres- 
sure was 110/60 mm. Hg. The heart and lungs were normal 
to auscultation and percussion. There was definite muscular 
spasm over the upper part of the abdomen with marked tender- 
ness to palpation and questionable rebound tenderness. Peri- 
staltic sounds were present. Laboratory studies at this time 
revealed a white blood cell count of 10,650 per cubic milli- 
meter, with 89% neutrophils, 10% lymphocytes, and | % eosino- 
phils. Examination of the urine revealed a specific gravity of 
1.021, no sugar or albumin, and 25 white blood cells per high- 
power field. Serum amylase level, determined by the Bray 
method (normal values 0 to 60 units per 100 cc.), was 19 units 
per 100 cc. A roentgenogram of the chest revealed a moderate 
increase in the bronchovascular markings and a suggestion of 
minimal cardiac enlargement. Roentgenograms of the abdomen 
were nonrevealing. 

Clinical Course.—An exploratory laparotomy was done but 
revealed no evidence of gastrointestinal lesion. The patient's 
postoperative course was uneventful until the third hospital day, 
when pain in the epigastric region recurred. This pain radiated 
into the anterior chest, neck, and shoulders. It was intensified 
by cough or deep inspiration. A repeat chest roentgenogram 
revealed a moderate enlargement of the cardiac outline, with 
slight pulmonary congestion and a left pleural effusion. A re- 
peat hemogram revealed a hemoglobin level of 17 gm. per |00 
cc., hematocrit 59%, and a white blood cell count of 24,()00 
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per cubic millimeter, with 91% neutrophils. An electrocardio- 
eram (figure, a) demonstrated marked S-T segment elevation in 
leads 1, Il, Vs, and V. and depressed S-T segments in leads aVR, 
y.. V., and V;. This tracing was reported to be consistent with 
an acute or impending acute myocardial infarction. Two days 
later. on the fifth hospital day, a loud pericardial friction rub 
hecame audible. The temperature was intermittently elevated to 
10! to 103 F for eight days. Because of the patient’s fever 
and leukocytosis a 14 day course of penicillin therapy was 
started that consisted of 600,000 units of procaine penicillin 
twice daily. Midway through his antibiotic therapy a thoracente- 
sis was performed that yielded 250 cc. of slightly cloudy yellow 
fluid. This was repeated three days later, with the removal of 
500 cc. of similar fluid. Analysis of the first specimen showed 
a specific gravity of 1.015, sugar 131 mg. per 100 cc., and eight 
lymphocytes and two neutrophils per cubic millimeter. The 
second specimen contained 2,000 cells per cubic millimeter, with 
95% lymphocytes. Smears and cultures of the fluid were free 
of pyogenic bacteria, acid-fast bacteria, and fungi. Serial elec- 
trocardiograms remained essentially unchanged until July 20, 
1953 (figure, 6). At that time the S-T segments had become iso- 
electric and the T waves inverted in leads I, II, III, aVF, Vs, 
and V,. and upright in lead aVR. An electrocardiogram on Aug. 
17, 1953 (figure, c), was reported as being essentially normal. 
During a follow-up visit in April, 1954, the patient was found 
to have a normal electrocardiogram and cardiac silhouette. Aus- 
cultation revealed a systolic “tap” or so-called pericardial tap 
or knock. In view of his clinical course and complete resolu- 
tion of electrocardiographic and roentgenographic changes, it 
was felt that a diagnosis of idiopathic pericarditis had been 
justified. 

Case 11.—A 31-year-old white man was seen in consultation 
by one of us (J. L. R.) on April 17, 1954, because of severe, 
cramping epigastric pain that had awakened him on the previous 
night. The pain radiated beneath the costal margins and was 
accompanied by a sensation of fulness in the upper part of the 
abdomen. There was referred pain to the right shoulder. He 
obtained slight relief by sitting in a crouched position. Respira- 
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Electrocardiograms of patients with idiopathic pericarditis. a, b, and c, 
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Clinical and Laboratory Data on Thirteen Patients with Acute Idiopathic Pericarditis 





Roentgen 





Findings Leuko 
— ‘~~ cytes * 
Tran- — - — 
sient Poly- Hemo 
Car- mor- globin, 
diac pho- Gm 
Peri- En- nu per 
(use Age, cardial ECG lurge- Per Cu clears, 100 
No. Yr. Race Rub Changes ment Lungs Mm. % Ce. 

l po WwW Yes Nonspecific No Normal (1) 7,600 71 13.4 
T-wave (2) 9,900 5S 
changes 

st] Ww Yes Typical No Normal (1) 11,800 14.6 
(2) 9,200 %- 

Ww Yes Typieal Yes Smallleft (1) 11,700 7s 13.3 
pleural (2) 31,300 Ro 
effusion 

$ ( N No Nonspecific Yes Smallleft (1) 14,500 m4 12.2 
T-wave pleural (2) 9,800 45 
changes effusion 

t Ww Yes Typical No Pneu- (1) 8,200 5s 14.0 
monia, (2) 6,900 61 
right 
lower 
lobe 
‘ ' , pated Typical Yes Normal (1) 5,700 75 13.3 
(2) 5,300 
W Yes Typical No Normal (1) 5,400 7¢ 14.7 
(2) 9,700 67 

8 I Ww Yes Nonspecific No Normal (1) 7,000 5s 13.3 
T-wave (2) 6,200 51 
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7 N No Typical Yes Small (1) 10,600 74 18.0 
right (2) 24,000 91 
pleural 
effusion 
4 Ww Yes Typical Yes Normal (1) 7,000 77 10.8 
(2) 12,000 68 
] Ww Yes Typical No Normal (1) 17,500 7 14.3 
(2) 15,500 77 
9 Ww Yes Nonspecific Yes Pulmo- (1) 3,000 73 11.5 
T-wave nary (2) 8400 72 
changes fibrosis 
28 N Yes Typical No Pneu- (1) 7,100 4 13.7 
monitis, (2) 6,900 3 
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rain 
Fever Onset Intensity Location Quality Radiation 
Yes Sudden 4+ Substernal Aching, Neck 
throbbing, 
choking 
No Sudden 4+ Epigastric Pressure Substernal, 
neck, jaws 
Yes Gradual 3+ Anterior Tight, None 
chest and aching, 
left shoulder choking 
No Gradual 3+ Anterior Sharp Epigastrium 
chest 
Yes Sudden 4+ Upper ab Sharp, Anterior chest 
dominal sticking 
Yes Sudden 24 Substernal Soreness None 
Yes Gradual 14 Epigastric Dull, Chest, 
aching shoulders 
No Sudden 4+ Substernal Crushing Anterior chest, 
left shoulder 
Yes Sudden i+ Epigastric Aching, Lower abdom 
cramping inal and inter 
scapular areas 
shoulders 
Yes Sudden 4+ Substernal Cutting, Neck, shoul 
crushing ders, left arm 
Yes Sudden 4+ Epigastric Cramping, Lower anterior 
fulness, chest 
aching 
Yes Sudden 3+ Substernal Aching Neck, left 
shoulder 
and arm 
Yes Sudden 3+ Substernal Pressure Left shoulder, 


and left subseapr 
choking lar area 





1) Count on admission. 


(2) Highest leukocyte count during hospitalization 
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tory movements seemed to aggravate the pain. Past history re- 
vealed that he had taken antacids habitually for 12 years for 
relief of heartburn and epigastric fulness. Several hours before 
admission he became weak, faint, and clammy. There were no 
chills, fever, or other systemic manifestations. Physical exami- 
nation revealed a temperature of 99 F, pulse rate 108 beats 
per minute, blood pressure 150/100 mm. Hg, and respirations 
22 per minute. He appeared apprehensive and complained bit- 
terly of abdominal pain. Auscultation of the heart and lungs 
revealed no abnormality other than sinus tachycardia. There 
was marked epigastric tenderneses and muscle spasm without 
rebound tenderness. Peristaltic sounds were present, and findings 
on rectal examination were normal. Laboratory studies on ad- 
mission revealed a hemoglobin level of 14.3 gm. per 100 cc., 
hematocrit 45%, and a white blood cell count of 17,500 per 
cubic millimeter, with 76% neutrophils. The urine was normal. 
The serum amylase level was 18 units per 100 cc. Roentgeno- 
grams of the chest and abdomen revealed no abnormalities. 

Clinical Course.—A tentative diagnosis of perforated peptic 
ulcer was considered on admission, and the patient was placed 
on the surgical service for observation. During the subsequent 
8 to 12 hours the pain gradually shifted to the anterior chest 
and became aggravated by respiratory movements. A loud peri- 
cardial friction rub became audible at this time. Electrocardio- 
grams (figure, d) revealed diffuse T wave inversion with slight 
elevation of the S-T segments in leads I, II, III, V;, and V. and 
depression of the S-T segment in leads aVR. He was treated 
conservatively and became asymptomatic on the third hospital 
day. A complete gastrointestinal series revealed no abnormalities 
of that system. 





J.A.M.A., Jan. 15, 1955 


SUMMARY AND CONCLUSIONS 
Abdominal symptoms may represent the only com- 
plaint of patients with acute idiopathic pericarditis, par- 
ticularly during the first one to three days. At times these 


-manifestations may be so marked as to make the diag- 


nosis of abdominal crisis seem obvious. Since the disease 
commonly afflicts those in an age group (third and fourth 
decades) in which the incidence of coronary heart dis- 
ease is low, the surgeon might not consider an electro- 
cardiogram to be a necessary part of the preoperative 
evaluation. Five of 13 patients with acute idiopathic 
pericarditis seen at this hospital complained of abdominal 
pain as their chief symptom during the first one to three 
days. In every case the pain eventually shifted or mi- 
grated to the precordial region, at which time a pericar- 
dial friction rub became apparent. In two patients, how- 
ever, the abdominal findings very closely resembled those 
of acute abdominal disease necessitating operation. One 
such patient was operated on for a probable ruptured 
appendix. Since the abdominal manifestations of acute 
idiopathic pericarditis may closely simulate those of acute 
abdominal disease, this diagnosis should be considered in 
cases of possible abdominal disease, particularly in doubt- 
ful cases. 


VA Hospital (19) (Dr. Read). 





ACUTE LEFT VENTRICULAR FAILURE AND CAROTID 
SINUS STIMULATION 


Victor Alzamora-Castro, M.D., Guido Battilana, M.D., Guillermo Garrido-Lecca, M.D., Carlos Rubio, M.D. 
Ricardo A bugattas, M.D. 


José Bouroncle, M.D., Lima, Peru 


In 1947 we observed that massage in the region of the 
carotid sinus could stop or improve rapidly the crisis of 
pulmonary edema in its acute form in persons who had 
arterial hypertension. Since then we have used this pro- 
cedure as a routine in this type of case; frequently the 
results have been excellent. Because of the practical value 
of this procedure, especially in unexpected situations or 
in emergencies, we have decided to report the following 
studies. In our review of the pertinent literature we found 
that Wassermann, in 1939, had made similar observa- 
tions.* 


METHODS AND RESULTS 

In hypertensive patients with acute pulmonary edema 
or with severe dyspnea, unilateral massage was applied 
over the carotid sinus region by moving the thumb firmly 
under the anterior border of the sternocleidomastoid mus- 
cle. In some of the patients the pressure over the carotid 
sinus was continued for as long as half an hour. When the 
reflex became exhausted on one side, frequently a good 





From the “Faustino Silva’ Cardiac Department, Hospital Dos de 
Mayo, and the University of San Marcos Medical School. 

This work was supported in part by a grant from the W. K. Kellogg 
Foundation, Battle Creek, Mich. 

1. Wassermann, S.: Zum Mechanismus des akuten kardialen Lungen- 
Sédems: mit Beriicksichtigung eines elektrokardiographierten und durch 
Karotissinusdruck beendeten Anfalls, Cardiologia 3: 402, 1939. 


response was obtained on the opposite side. The response 
was considered effective when cardiac rate and blood 
pressure decreased to normal; in some patients subnor- 
mal values were obtained. In order to avoid accidents, the 
intensity of the pressure on the carotid sinus was always 
controlled through auscultation of the heart, and the 
blood pressure was taken at frequent intervals. Cardiac 
frequencies below 50 to 60 per minute and subnormal 
values of the blood pressure were consistently avoided. 

In 80% of the cases we were able to obtain immediate 
relief of the pulmonary symptoms and the patient had a 
sensation of marked improvement. Usually he became 
able to lie down, the heart sounds diminished in inten- 
sity, and the point of maximum impulse, which in several 
cases was easily observed, became less forceful or even 
disappeared. It is our impression that in at least two cases 
the described procedure has aborted severe crises of left 
ventricular failure (cases 5 and 6). The improvement 
almost always coincided with the presence of brady- 
cardia, associated in the majority of cases with a drop in 
blood pressure. These changes persisted as long as the 
stimulation of the carotid sinus was maintained. As soon 
as the stimulation was discontinued, the pulse rate and 
the blood pressure rose, but almost never to original 
values. The results as shown by electrocardiogram 
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varied. In some patients no variation could be detected, 
in other patients the magnitude of the RS-T depression 
diminished, and in some patients the polarity of the T 
waves in some leads changed during the carotid sinus 
pressure. 

It became evident to us that, in patients with hyper- 
tensive heart disease who underwent an exercise toler- 
ance test, stimulation of the carotid sinus frequently 
shortened the period of dyspnea and fatigue; untreated 
patients were used as controls. The following experiment 
was performed: a hypertensive patient was instructed to 
oo through a standard step exercise tolerance test; then, 
every minute for 25 minutes, the blood pressure, cardiac 
rate, and respiratory rate were recorded. After the pa- 
tient had fully recovered, he was again instructed to go 
through the same exercise tolerance test; immediately 
after the test, massage over the carotid sinus area was 
applied. The blood pressure, as well as the pulse rate 
and respiratory rate, decreased rapidly, and the patient 
recovered in a short period of time. The results in three 
similar experiments were the same. 

All of the patients who showed improvement had 
a normal sinus rhythm; on the other hand, one patient 
who had auricular flutter (case 2) and one who had 
auricular fibrillation (case 11) showed no improvement. 
We were also unable to obtain a favorable response in 
three patients with aortic insufficiency (cases 8, 9, and 
18), who seemed to have a defective carotid sinus reflex. 
After the signs and symptoms of acute left ventricular 
failure were controlled with stimulation of the carotid 
sinus, patients who had been receiving digitalis were 
given more digitalis by mouth. Those who had never been 
digitalized were given ouabain or digitalis by mouth if 
symptoms did not reappear or were mild enough after 
the stimulation to allow such a method of administration. 
No complications or accidents were observed, possibly 
because of the precautions mentioned above; it is pos- 
sible to have accidents with carotid sinus stimulation if 
the sensitivity of the reflex in each subject is not inves- 
tigated. 

REPORT OF CASES 

Case 1.—A 62-year-old man with mitral stenosis and hyper- 
tension (blood pressure 160/100 mm. Hg) had been taking 
digitalis regularly; he had had four attacks of acute pulmonary 
edema, with a cardiac rate between 120 and 130 per minute 
and a blood pressure of 180/110 mm. Hg. The stimulation 
of the carotid sinus on four occasions produced a drop in pulse 
rate to between 80 and 90 per minute and a drop in blood 
pressure to 140/90 mm. Hg. Relief from symptoms was im- 
mediate. The patient then received morphine, 0.01 gm., and 
atropine, 0.25 mg. 

Case 2.—A 67-year-old woman with a diagnosis of general- 
ized arteriosclerosis, hyperthyroidism, and hypertension (aver- 
age blood pressure, 170/100 mm. Hg) had had three attacks 
of paroxysmal auricular flutter with hypertension (200/100 
mm. Hg) and left ventricular failure. With the stimulation of 
the carotid sinus the symptoms were rapidly controlled, the 
pulse rate decreased to about 60 per minute, and the blood 
Pressure dropped to 130/80 mm. Hg. 

Case 3.—A_ 68-year-old man with arteriosclerosis and 
hypertension (blood pressure 200/110 mm. Hg) had four at- 
tacks of coronary occlusion, after which he frequently had 
acute attacks of left ventricular failure. The stimulation of the 
carotid sinus always gave immediate relief, the pulse rate 
diminished from 110 to 70 per minute, and the blood pressure 
dropped to 150/90 mm. Hg. 
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Case 4.—A 70-year-old man with diabetes mellitus and 
hypertension (average blood pressure 180/105 mm. Hg) had on 
several occasions had attacks of severe dyspnea, orthopnea, 
and wet rales over both lung bases. With stimulation of the 
carotid sinus he was always relieved of the pulmonary symp- 
toms. The pulse rate responded by decreasing from 110 to 80 
per minute, and the blood pressure dropped to 110/90 
mm. Hg. 

Case 5.—A 58-year-old woman with hypertensive heart 
disease was seen with cardiac asthma; blood pressure was 
190/110 mm. Hg, pulse rate was 110 per minute. Carotid 
sinus stimulation was applied immediately, with a rapid drop 
in pulse rate to 85 per minute, a drop in blood pressure to 
150/90 mm. Hg, and almost complete disappearance of symp- 
toms. The patient then received morphine, atropine, and ouabain 

CasE 6.—A_ 54-year-old woman with hypertensive heart 
disease had an acute attack of pulmonary edema while in the 
waiting room of the hospital. Blood pressure was then 200/120 
mm. Hg, and pulse rate was 120 per minute. With the stimu- 
lation of the carotid sinus the pulse rate came down to 90 per 
minute and the blood pressure to 160/105 mm. Hg. The at- 
tack was controlled easily and the patient was then given 
ouabain intravenously and returned home. 

CasE 7.—A 52-year-old man with diabetes mellitus, hyper 
tensive heart disease, and obesity came to the hospital on two 
occasions with blood pressure of 180/105 mm. Hg and 190/110 
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Respirations per minute, pulse rate, and blood pressure of a hyper 
tensive patient after two identical exercise tolerance tests, showing more 
rapid recovery when carotid sinus stimulation was used immediately after 
test. 


mm. Hg and severe cardiac asthma. On both occasions, with 
the stimulation of the carotid sinus, we were able to relieve 
this patient from symptoms and to reduce the blood pressure 
to 140/80 mm. Hg. He was then given digitalis orally. 

CasE 8.—A 48-year-old man with hypertension with aortic 
insufficiency was seen for the first time with an attack of pul- 
monary edema, pulse rate of 120 per minute, and blood pres- 
sure of 190/105 mm. Hg. Stimulation of the carotid sinus 
had no effect on this patient. We were unable to reduce the 
pulse or blood pressure. The patient then received morphine, 
atropine, and ouabain. 

CasE 9.—A 38-year-old man with hypertensive heart disease 
and aortic insufficiency was admitted with blood pressure of 
180/105 mm. Hg and pulmonary edema. When pressure was 
applied over the carotid sinus, it was noticed that ventricular 
extrasystoles developed and the respiratory symptoms became 
more severe. The patient was then treated by the usual 
methods. 

Case 10.—A 67-year-old man with hypertensive heart disease 
had had coronary occlusion three years before his first attack of 
pulmonary edema. Since the first attack of edema, he had had 
symptoms of heart failure, for which he had been given digi- 
talis and a salt-free diet; his blood pressure had averaged 
190/120 mm. Hg. At the time he was seen with acute left 
ventricular failure, the blood pressure was unchanged, but the 
pulse rate was 110 beats per minute. With stimulation of the 
carotid sinus we were able to reduce the blood pressure to 
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130/100 mm. Hg and the pulse rate to 90 per minute, with 
complete relief of symptoms; the patient then received morphine 
and atropine. 

CasE 11.—A 74-year-old woman with hypertensive heart 
disease and auricular fibrillation had blood pressure of 200/115 
mm. Hg and signs of pulmonary edema when she was first 
seen. Stimulation of the carotid sinus had no effect on the 
pulse rate, blood pressure, or symptoms of the patient. 

Case 12.—A 62-year-old man who had been hypertensive 
for several years and had been treated for a myocardial in- 
farction four years previously was seen with acute pulmonary 
edema, pulse rate 120 per minute, and blood pressure 205/115 
mm. Hg. With stimulation of the carotid sinus we were able 
to control the symptoms very well; the pulse rate came down 
to 90 per minute, and the blood pressure dropped to 160/100 
mm. Hg. The patient then received ouabain; two hours later 
he had another attack of pulmonary edema and died. No stimu- 
lation of the carotid sinus was applied during the second 
attack. 

Case 13.—A 59-year-old man with generalized arterio- 
sclerosis and hypertension was seen on admission with signs 
of pulmonary edema, blood pressure 155/100 mm. Hg, and 
pulse rate of 100 per minute. The electrocardiogram showed 
a left bundle-branch block. With massage over the carotid 
sinus region the symptoms disappeared, the blood pressure 
came down to 120/85 mm. Hg, and the pulse rate dropped 
to 85 per minute; the electrocardiogram showed no change. 

Case 14.—A 64-year-old man with generalized arterio- 
sclerosis and hypertension was seen with acute left ventricular 
failure, blood pressure of 180/140 mm. Hg, and pulse rate of 
130 per minute. On stimulation of the cartoid sinus, the symp- 
toms and signs improved rapidly, the pulse rate came down to 
96 per minute, and the blood pressure dropped to 130/80 mm. 
Hg. The patient then received ouabain and was hospitalized. 

Case 15.—A 56-year-old man with hypertensive heart disease 
was seen with a severe cardiac asthma; pulse rate was 90 per 
minute, and blood pressure was 250/120 mm. Hg. The patient 
was unable to lie down because of orthopnea. With stimulation 
of the carotid sinus there was a marked subjective and objective 
improvement; the pulse rate came down to 75 per minute, and 
the blood pressure dropped to 170/105 mm. Hg. The electro- 
cardiogram showed a more pronounced inversion of the T waves 
on V,, and occasional extrasystoles appeared. 

CasE 16.—A_ 60-year-old man with arteriosclerosis and 
hypertension was seen with acute pulmonary edema; blood 
pressure was 210/130 mm. Hg, and the pulse had a gallop 
rhythm. Other abnormal findings were bilateral ankle edema, 
hepatomegaly, and marked orthopnea. With stimulation of the 
carotid sinus the patient felt much better and became able to 
lie down. The blood pressure diminished to 160/110 mm. Hg: 
the patient was given morphine and atropine and was hospitalized 
with blood pressure of 180/100 mm. Hg. 

Case 17.—A_ 55-year-old man with generalized arterio- 
sclerosis and hypertension had been seen four years previously 
with acute coronary occlusion; five months after this incident 
mild signs of cardiac failure and angina pectoris had developed. 
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The patient was seen with severe orthopnea, wet rales over 
both lung bases, blood pressure of 160/100 mm. Hg, and 
pulse rate of 115 per minute; the pulse had a gallop rhythm, 
With prolonged stimulation of the carotid sinus we were able 
to reduce the blood pressure to 102/60 mm. Hg and the pulse 


‘rate to 58 per minute, with complete relief of the symptoms: 


the patient became able to lie down and was given digitalis 
by mouth. He died four years later in congestive heart failure. 

Case 18.—A 65-year-old man with syphilitic aortitis and aortic 
insufficiency was admitted to the hospital suffering from severe 
cardiac failure; pulse rate was 130 per minute, and blood pres- 
sure was 146/60 mm. Hg. The stimulation of the carotid sinus 
failed to bring about any significant change. The patient was 
given morphine, atropine, and ouabain, but without improve- 
ment; he soon died. 

Case 19.—A 55-year-old man with arteriosclerosis and hyper- 
tension, who had been followed for two years, was admitted 
with pulmonary edema, pulse rate 110 per minute, and blood 
pressure 150/100 mm. Hg. After stimulation of the carotid 
sinus, blood pressure came down to 84/60 mm. Hg and pulse 
rate dropped to 50 per minute. The patient felt a marked 
improvement; he was given digitalis by mouth. 


Case 20.—A 38-year-old man with hypertensive heart disease 
had had a severe precordial pain eight days before admission: 
then dyspnea and orthopnea had developed. The patient was 
seen with moderate signs of left ventricular failure, blood pres- 
sure 200/120 mm. Hg, and pulse rate 120 per minute. With 
stimulation of the carotid sinus we were able to reduce the 
blood pressure to 150/100 mm. Hg and the pulse rate to 88 
per minute. There was a marked improvement of the signs and 
symptoms, and the patient was given digitalis by mouth. 


COMMENT 


Possibly the carotid sinus reflex can produce improve- 
ment in a crisis of acute left ventricular failure in hyper- 
tensive patients by improving the intrinsic condition of 
the failing heart, or by modifying favorably the adverse 
circulatory state, or by both means. It has been shown 
that the stimulation of the carotid sinus reflex can have 
a beneficial effect on the cardiac status. We have ob- 
served that pressure over the carotid sinus can stop a 
crisis of angina pectoris.* This has also been studied by 
Wayne and Laplace,‘ Wassermann,’ and Levine and 
Harvey." Freedberg and Riseman‘ have recently re- 
ported similar observations. On the other hand, the 
changes in the T waves observed during the stimulation 
of the carotid sinus reflex in some patients with cardiac 
failure or with angina pectoris strongly suggest that the 
intrinsic condition of the heart improves, in spite of the 
paradoxical changes in polarity that are occasionally 
observed.” The shape and polarity of the T waves prob- 
ably depend on the relative duration of the electrical sys- 
tole in the subepicardial and endocardial layers.* While 
the carotid sinus reflex is active, abnormally inverted T 
waves may become more markedly inverted, or T waves 
of normal polarity may acquire abnormal polarity be- 
cause the relative duration of systole in the different 
sectors of the ventricular wall is modified. It seems prob- 
able that in most cases the changes observed in the T 
waves reflect an improvement in the intrinsic condi- 
tion of the heart.? 

It is known that in patients with left ventricular insuf- 
ficiency an acute attack of pulmonary edema can develop 
when they lie down. It is possible, as shown by Brigden 
and Sharpey-Schafer,’ that this is caused, at least in part. 
by a peripheral vasoconstriction, in contrast with the 
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peripheral vasodilatation observed in normal subjects; it 
seems logical, therefore, that acute left ventricular in- 
sufficiency could be treated by producing a diminution 
in the peripheral resistance. This has been done by Sar- 
noft, Goodale, and Sarnoff,’® using ganglion-blocking 
agents. On the other hand, it has been demonstrated 
that the stimulation of the carotid sinus produces a 
peripheral vasodilatation ** and thus can improve the 
clinical condition of patients with hypertension and pul- 
monary edema. It should also be mentioned that the 
bradycardia that almost always is produced by the caro- 
tid sinus reflex permits a better filling in diastole and 
therefore a better initial length of the cardiac fiber. Per- 
haps all of these factors come into play to produce im- 
provement in these cases. 
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SUMMARY 


In hypertensive patients with acute pulmonary edema 
or cardiac asthma, the stimulation of the carotid sinus 
produces a rapid improvement and is accompanied by a 
drop in pulse rate and blood pressure. In the same type 
of patients, the recovery period after standard exercise 
tolerance tests can be considerably shortened if carotid 
sinus stimulation is applied after the tests. 

British American Hospital, Apartado 2713 (Dr. Garrido- 
Lecca). 


10. Sarnoff, S. J.; Goodale, W. T., and Sarnoff, L. C.: Graded Reduction 
of Arterial Pressure in Man by Means of Thiophanium Derivative (Ro 
2-2222): Preliminary Observations on Its Effect in Acute Pulmonary 
Edema, Circulation 6: 63, 1952. 

11. Gaidston, M.; Goldstein, R., and Steele, J. M.: Studies of Variation 
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LONG-TERM EVALUATION OF VITAMIN By: IN TREATMENT OF 
PERNICIOUS ANEMIA 


1. INCIDENTAL REPORT ON USE OF COMBINED ORAL THERAPY WITH VITAMIN By. AND FOLIC ACID 


Steven O. Schwartz, M.D., Irving A. Friedman, M.D. 


Helen L. Gant, Chicago 


In 1950 one of us (S. O. S.), working with others,' 
evaluated the long-term use of folic acid in pernicious 
anemia, with the eventual observation of both hemato- 
logical and neurological relapse. Because the natural 
history of pernicious anemia is characterized by spon- 
taneous exacerbations and remissions, such long-term 
studies were believed indicated to evaluate critically any 
new therapeutic agent. With the same premise in mind, 
we have studied 51 patients treated with parenterally 
given vitamin Bo therapy, 32 of whom were observed 
over a period of four years or longer. A similar group, 
comprising 63 patients with pernicious anemia who were 
treated with liver extract, was evaluated. Of these, 34 
were followed over 4 years, some for as long as 16 
years. Again, as in the folic acid study, the clinical 
course, liver extract requirements, and neurological and 
hematological status were all well established and sta- 
bilized when the study was begun. The dosage of vita- 
min B,» was generally 30 mcg. every four weeks, and of 
liver, 30 U. S. P. units every four weeks, except for pa- 
tients with neurological symptoms, in which case more 
frequent injections were given in both groups. Most of 
the patients maintained with vitamin B,» therapy were in 
good neurological status at the onset of therapy. The pa- 
tients were observed at intervals of one to four weeks for 
clinical, neurological, and hematological evaluation. The 
criteria for neurological and hematological relapse were 
identical to those in the previous report.' We have also 
had the opportunity to observe 36 patients who were 
being treated with combined oral therapy with vitamin 
B,. and folic acid in the dose of 25 mcg. of vitamin B,» 
and 1.67 mg. of folic acid in each capsule. The therapy 
program consisted of capsules, one of which was to be 
taken daily, and follow-up examinations that were to be 
made each month. 





RESULTS 

Liver Therapy.—The total number of patients given 
liver therapy was 63, 34 of whom were observed for 
more than four years. Three patients, two of whom had 
paresthesias at the onset of illness and one of whom had 
severe subacute combined degeneration, responded ini- 
tially to weekly injections of liver extract and experi- 
enced some return of paresthesias when the injections 
were reduced to 30 units of liver extract monthly. All re- 
sponded promptly to increased dosages of liver extract. 
The paresthesias occurred after 29, 30, and 20 months 
of monthly injections of liver, respectively. No other evi- 
dence of neurological relapse was observed in this group. 
Hematologically, the three patients were uniformly well 
maintained. 

Parenteral Therapy with Vitamin B,,.—The total 
number of patients was 51, 32 of whom were observed 
for more than four years. There was no evidence of 
hematological relapse in this group; however, four pa- 
tients had unequivocal neurological relapse (see table). 
All four were receiving 30 mcg. of vitamin B,. monthly. 
They experienced relapse after 4, 6, 13, and 28 months 
of therapy. None had reduced vibratory sensations at the 
onset of therapy; thus the neurological finding was sig- 
nificant. Three of this group improved with increased 
dosages of vitamin B,». One patient with severe neuro- 
logical relapse showed rapid remission after two months 
of weekly liver extract therapy. 
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Oral Administration of Vitamin B,, and Folic Acid.— 
There were 36 patients treated with orally administered 
vitamin B,» and folic acid. Therapy of 14 of these had to 
be discontinued because of clinical, hematological, or 
neurological relapse. One patient experienced hemato- 
logical relapse after 19 months of therapy; he responded 
promptly to liver therapy. Nine patients had a neurolog- 
ical relapse within 15 to 36 months. Two improved with 
subsequent parenteral therapy with vitamin B,»; one re- 
sponded to two capsules daily of the same medicament; 
five recovered with liver therapy; and one patient was 
lost to observation. One patient had neurological and 
hematological relapse after 19 months of therapy. Glos- 
sitis and weight loss occurred in three patients after 19, 
48, and 49 months of medication. Administration of 
vitamin B,» and folic acid was discontinued in five cases 
for other reasons than relapse, reasons such as surgery, 
possible stomach neoplasm, and inability to cooperate 
with the study. Five other patients failed to return to the 
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per day were not found to be adequate to sustain neuro. 
logical integrity. This may be a result of larger doses 
given too far apart or too small doses given at more fre- 
quent intervals. Studies of excretion of vitamin Bo in the 
urine have shown that from 50 to 68% of an injected 
dose is excreted in the first 18 to 48 hours.* Sokoloff and 
his associates ** found that the percentage of excretion 
rose remarkably as the dosage increased and small doses 
were excreted faster after previous large doses, indicat- 
ing some body saturation of vitamin B,2. Inasmuch as 
adequate or large doses given at frequent intervals cor- 
rect the neurological defects noted, we might assume that 
inadequate doses given at intervals over two weeks result 
in deficient therapy because of excretion and depletion 
of the therapeutic effect in the first few days or weeks 
after injection. It is also feasible that, since most of the 
patients who experienced relapse were again maintained 
on monthly injections after adequate and sustained ener- 


Neurological Relapses with Parenterally Given Vitamin B,. Therapy 
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clinic. These are not included in the 36 on whom the re- 
port is based. As a result of these observations of oral 
therapy with vitamin B,2 and folic acid, we do not be- 
lieve that there is any place for this medication in the 
treatment of pernicious anemia. 


COMMENT 
Our data would indicate that, in adequate parenteral 
dosages, vitamin B,2 is a complete substitute for the 
treatment of both the hematological and the neurological 
manifestations of pernicious anemia. Doses of | mcg. 
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getic dosage, there might be some tissue saturation and 
storage of vitamin B,., which may take considerable 
time to deplete. There are three possible solutions to 
overcome these objections. The first is to administer 
small doses at frequent intervals; the second, to give mod- 
erately large doses at infrequent intervals; and finally, to 
find a menstruum that would make the injected vitamin 
B,2 more slowly absorbed. 

Our data would also indicate that liver therapy as 
monthly injections of 1 unit per day is effective in main- 
taining non-neurological patients; but as has been found 
previously, larger doses are needed to treat and sustain 
neurological patients. In no instance, however, was seri- 
ous neurological relapse, such as occurred with equiva- 
lent dosages of vitamin B,2, found in our patients who 
were treated with liver. In view of the relapse rate in our 
studies, the use of orally given vitamin B,2 and folic acid 
appears to be grossly inadequate hematologically, neuro- 
logically, and clinically. Meyer and his co-workers * had 
found promising response in patients treated with oral 
doses of vitamin B;.2 in combination with folic acid, but 
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the number of patients was small and the period of ob- 
servation short. The larger doses of orally given vitamin 
B,. were found to be more regularly effective.° 


SUMMARY AND CONCLUSIONS 


Parenteral therapy with vitamin B,2, applied over a 
four year period to 32 patients with pernicious anemia, 
was evaluated clinically, hematologically, and neuro- 
logically. The evaluation was made in comparison to the 
results of liver extract therapy administered to 34 pa- 
tients with pernicious anemia over the same period. In 
the group given liver extract therapy, with monthly in- 
jections of 30 units, only three had slight recurrence of 
paresthesias; whereas in the group treated with 30 mcg. 
of vitamin B;. monthly, there were four neurological re- 
lapses, predominantly of decreased vibration sense that 
could be reversed with increased vitamin B;. dosage or 
adequate liver therapy. A group of 36 patients was 
treated with daily oral doses of vitamin B,2, 25 mcg., 
and folic acid, 1.67 mg. There was one hematological re- 
lapse after 19 months of therapy, nine neurological re- 
lapses from 15 to 36 months, one combined neurological 
and hematological relapse in 19 months, and three cases 
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of glossitis and weight loss that occurred variously from 
19 to 48 months after onset of therapy. 

The results of our study would indicate that paren- 
terally given vitamin B,2 is an adequate substitute for 
liver to sustain pernicious anemia patients hematolog- 
ically and neurologically, provided adequate doses at 
frequent intervals are employed. The factors of rapid ex- 
cretion of vitamin B,. and diminution of the effect be- 
tween doses were considered as causes of neurological 
relapse in our patients, for the defects could be corrected 
with more frequent doses of the medicament. There is a 
possibility of tissue saturation and storage after sustained 
periods of intensive treatment with subsequent mainte- 
nance on smaller doses for some time. A more slowly 
absorbed vitamin B,.2 should eliminate the present objec- 
tions to vitamin By,» therapy. 

1825 W. Harrison St. (12) (Dr. Schwartz). 
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HYATROBAL AND METHADONE 


PREPARATION 


HYDROCHLORIDE IN PREOPERATIVE 
OF PATIENTS 


Joseph Hyde Pratt, M.D. 


John S. Welch, M.D., Rochester, Minn. 


In 1950, after a discussion of some of the anesthetic 
problems in relation to pelvic surgery, the possibility of 
the use of Hyatrobal (a combination of pentobarbital 
sodium, atropine sulfate, and scopolamine hydrobro- 
mide) and methadone hydrochloride as a substitute for 
pentobarbital (Nembutal) sodium, morphine, and atro- 
pine, the usual preoperative medicaments, was suggested. 
Since much of the pelvic surgery is done with the vaginal 
approach on older women we felt that reducing the last- 
ing effects of pentobarbital sodium and morphine, as well 
as avoiding the respiratory depressant activity of mor- 
phine, would be beneficial. We were also interested in 
any reduction that could be obtained in the postoperative 
nausea and vomiting that follow all general anesthesias. 
Hyatrobal and methadone hydrochloride seemed to offer 
these possibilities. In a few cases in 1950, but the ma- 
jority in 1951, Hyatrobal and methadone hydrochloride 
were used as far as possible in all the patients of one of 
us (J. H. P.). In 1948 to 1949, as a comparison study, 
we took a similar group of patients in whom pentobar- 
bital sodium with morphine and atropine, administered 
by hypodermic injection in the early morning, were the 
preoperative medicaments. This study is thus an inves- 
tigation of 246 patients who underwent vaginal hyster- 
ectomy done by one surgeon primarily from 1948 to 1949 
and in 1951. Consecutive charts were called for until 
we had more than 100 patients in each series. A few 
had to be excluded on the basis of completely different 
preoperative preparation, usually because of known sen- 
sitivity to barbiturates, methadone hydrochloride, or 


morphine, while a few others had nitrous oxide-oxygen- 
ether as the anesthetic mixture instead of intravenously 
given thiopental (Pentothal) sodium. When we felt that 
enough cases had been summarized to be significant, we 
found that there were really three groups of patients: 
114 in whom the preoperative medicament was Hyatro- 
bal and methadone hydrochloride, 102 in whom it was 
pentobarbital sodium, morphine, and atropine, and 30 
patients in whom the only preoperative medicament was 
two capsules of Hyatrobal. 

Vaginal hysterectomy was chosen for the study for 
two reasons. First, it was being done in sufficient num- 
bers so that a series of more than 100 could be studied 
without covering a prolonged period of time. Second, it 
was an operation with low morbidity and very little risk; 
therefore we should not be confused by a number of 
major postoperative complications. As the patients were 
studied in detail, the wealth of minor variations in prep- 
aration, drugs used, amounts given, time between doses 
of medicaments, and the time between the final pre- 
operative hypodermic injection and the operation be- 
came apparent. In three basic features, however, these 
patients were alike. They all had thiopental sodium anes- 
thesia administered intravenously, they all had vaginal 
hysterectomies, and they all were women. 
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PREOPERATIVE PREPARATION 

The preoperative perineal preparation was done by 
the nursing staff on all of the patients. Preoperative 
cleansing douches were routine, and those patients oper- 
ated on in 1951 also had a 100,000 unit suppository of 
penicillin inserted in the vagina the night before opera- 
tion. Most of the patients received 112 grains (0.1 gm.) 
of pentobarbital sodium the night before operation, but 
the dose varied from %4 grain (0.05 gm.) to 3 grains 
(0.2 gm.) of pentobarbital sodium, and one patient re- 


TaBLeE 1.—Distribution by Age and Preoperative Medicament 
of Patients Receiving Thiopental Anesthesia for 
Vaginal Hysterectomy 


Hyatrobal 
Morphine and 
Sulfate Methadone 
No. of and Hydro- Hyatrobal 
Age, Yr. Patients Atropine chloride Alone 

eee 6 2 2 2 
Ee ee F 47 21 18 8 
a ee 90 42 89 9 
GE cb conssevcccws 60 6 28 6 
60-69... ou caer 38 11 22 5 
gg, 5 0 5 0 
re 246 102 114 30 


ceived 142 grains (0.1 gm.) of secobarbital. On the 
morning of operation, the patient was given either pento- 
barbital sodium, 12 grains, or Hyatrobal no. 3 (pen- 
tobarbital sodium, % grain [0.05 gm.], atropine sulfate, 
4, grain [0.3 mg.], and scopolamine hydrobromide, 
¥,,, grain [0.3 mg.]), at 7 a. m. If the operation was 
delayed until after lunch, a second pentobarbital sodium 
or Hyatrobal capsule was given during the later hours 
of the morning. The preoperative hypodermic injection 
in general was 10 mg. of methadone hydrochloride or 
occasionally only 5 mg. in elderly patients. The morphine 
and atropine dose was fairly standard at % grain (0.01 
gm.) of morphine sulfate and 459 grain (0.4 mg.) of 
atropine, but it could be % grain (8 mg.) of morphine 
sulfate and 14,9 grain (0.3 mg.) of atropine in any com- 
bination. 


It proved to be impossible to estimate accurately the 
best time to administer the preoperative hypodermic 
injection in relation to the start of the anesthetic. In a 
few patients, the hypodermic injection was given almost 
at the door of the operating room just before the anes- 
thesia was started intravenously. Usually and optimally 
it was given 15 to 30 minutes before the anesthetic, but 
in a few patients, the hypodermic injection was given as 
long as two hours preoperatively. These variables in the 
drugs we wished to study were present in both major 
series of cases, and we felt they would equalize them- 
selves in series of 100 or more cases. There was consid- 
erable variation in the age of the patients, as well as in 
the length of time of the operation concerned. Six pa- 
tients were less than 30 years of age, five were 70 years 
of age or more, but the average was in the high 40's. 
Table 1 presents a comparison of the patients according 
to age and preoperative preparation. Even in the short 
series of 30 patients who received only two capsules of 
Hyatrobal, the distribution of the patients by age is sim- 
ilar to that of the larger groups. 


The length of operation varied from 30 minutes to 2 
hours and 5 minutes. The longest operation included a 
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preliminary dilatation and curettage, vaginal hysterec- 
tomy, repair of cystocele and perineorrhaphy, and the 
removal of a xanthoma after the vaginal operation was 
completed. Surprisingly enough, in the operation lasting 
2 hours and 5 minutes only 825 mg. of thiopental sodium 
was required. As shown in table 2, the average time for 
the operation in these series of patients was 69.1 minutes 
with morphine and atropine administration, 74.9 minutes 
with Hyatrobal and methadone hydrochloride, and 78.] 


’ minutes with Hyatrobal alone. This difference in time is 


to some extent due to the fact that 25.4% of the vaginal 
hysterectomies in the morphine and atropine series were 
done without perineal repair and only 21.9% in the 
Hyatrobal—methadone hydrochloride series. We felt, 
however, that in spite of all of these variables we would 
be able to make a surgical evaluation of these drugs on 
the basis of the clinical observations, the effectiveness of 
the preoperative sedation and the relaxation of the pa- 
tient, and the postoperative recovery from anesthesia 
and the degree of nausea and vomiting. The amount of 
thiopental sodium necessary for anesthesia, the post- 
operative analgesics required, and the complicating diffi- 
culties of anesthesia as expressed by excess mucus, 
cyanosis, or induction difficulties were also to be studied. 
Only occasionally did we have anesthetic difficulties in 
this series of patients. They all had intravenously admin- 
istered thiopental sodium augmented by 50% oxygen and 
50% nitrous oxide administered by mask. In a few pa- 
tients, difficulty—-excess mucus, cyanosis, or obstruction 
to the airway—developed during the induction stage. 
Three of 102 patients receiving morphine and atropine, 
2 of 30 patients receiving Hyatrobal alone, and 5 of 114 
patients receiving Hyatrobal and methadone hydrochlo- 
ride had such difficulties. All progressed well, with the 
secretions removed by suction and an intratracheal 
airway made when necessary. Postoperatively we en- 
countered no atelectasis, pneumonia, or serious upper 
respiratory infection in these 246 patients. 


AMOUNT AND TYPE OF ANALGESIC USED 
The amount of analgesic necessary to keep the patients 
comfortable was also studied. We found a similarity in 
the series not only in the patients’ ages but also in the 


TABLE 2.—Effect of Preoperative Medicaments on Total 
Amount of Thiopental Sodium 


Thiopental 
Sodium, 
g. per 
: _ Thiopental Anesthetic Min. o! 
No. of Sodium, Time, Operating 
Preoperative Preparation Patients Mg. Min. Time 
Morphine sulfate and atropine 1m $49.4 69.1 13.7 
Ree ee 30 1,065.3 78.1 13.6 
Hyatrobal and methadone 
| 114 1,064.4 74.9 14.2 


preoperative preparation. We arbitrarily assigned a figure 
of 1 analgesic unit for % grain (0.01 gm.) of morphine 
sulfate, 10 mg. of methadone hydrochloride, and 100 mg. 
of meperidine (Demerol) hydrochloride. One-half anal- 
gesic unit was used for 1 grain (0.065 gm.) of codeine and 
fractions of the forementioned dosages. By adding the 
total numbers in analgesic units of sedatives administered 
postoperatively, we could express the results for each op- 
eration as a simple figure. For some of the patients who 
received methadone hydrochloride and Hyatrobal pre- 
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operatively, we ordered 10 mg. of methadone hydrochlo- 
ride postoperatively also; however, if this did not control 
the pain, we promptly shifted to morphine or to meperi- 
dine hydrochloride. The average postoperative sedation 
necessary in patients who received morphine sulfate and 
atropine preoperatively was 4.4 analgesic units. If metha- 
done hydrochloride and Hyatrobal or Hyatrobal alone 
was used, the amount was 4.5 analgesic units. We con- 
cluded that the preoperative medication affected the post- 
operative pain of these patients either minimally or in a 


TasLe 3.—Total Postoperative Sedation, in Analgesic Units 


Hyatrobal and 
Morphine Sulfate Hyatrobal Methadone 
and Atropine Alone Hydrochloride 
c—_ —— aes 4 —— —_——_ > — —— 
No.of Analzesic No.of Analvesic No.of Analzesic 
Age, Yr. Patients Units Patients Units Patients Units 


Less than 30 2 5.7 2 7.0 2 &8 
39-39 21 5.2 i 41 18 4.5 
49-49 42 4.3 9 4.7 89 5.0 
50-59 26 3.8 6 4.7 28 3.7 
69-69 11 3.9 5 3.8 2? 3.7 
70 or more 0 ini 0 eee 5 3.3 

Total 102 4.4° 80 4.5* 14 4.5* 
* Mean. 


very similar fashion. Table 3 shows that in all instances the 
amount of sedation necessary to keep the patients com- 
fortable decreased in the older patients, who needed 
distinctly less sedation than the average. We were of 
course trying to keep the narcotics at a minimum in pa- 
tients more than 60 years of age. Although we did not 
refuse patients relief from their discomfort, we did watch 
the older patients in all groups a little more closely than 
the younger ones. 


AMOUNT OF ANESTHETIC ADMINISTERED 


In considering the amount of intravenously adminis- 
tered thiopental sodium necessary for the operation, we 
elected to take account of the total amount of thiopental 
sodium administered as well as the milligrams per min- 
ute. This gave us a figure that to some extent compen- 
sated for prolonged anesthesia when there were delays, 
such as the 10 to 15 minute wait for pathological diag- 
nosis in a preliminary conization for carcinoma in situ 
while the pathologists made and studied 10 to 15 frozen 
sections of the cervix. The average milligrams per minute 
would be decreased if there were a real delay in waiting 
lor the pathological diagnosis to be established, since 
there was no surgical stimulation to the patient during 
this time. The greater portion of the anesthetic agent is 
administered in the first few minutes of the operation to 
obtain adequate depth of anesthesia. Subsequently con- 
siderably smaller amounts are required to maintain this 
necessary level of anesthesia. The average operative 
dose of intravenously administered thiopental sodium 
with morphine and atropine was 949.4 mg.; with Hy- 
atrobal and methadone hydrochloride it was 1,064.4 
mg.; and with Hyatrobal alone it was 1,065.3 mg., but 
the operations with Hyatrobal and methadone were six 
minutes longer, and those with Hyatrobal alone nine 
minutes longer, than those with morphine and atropine. 
The difference was 115 mg. of thiopental sodium with 
morphine and atropine, or 4.6 cc. of the 2.5% solution, 
less than with Hyatrobal and methadone hydrochloride; 
however, the six extra minutes per case in the Hyatrobal- 
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methadone hydrochloride series make the average dose 
of thiopental sodium per minute 14.2 mg. as compared 
to 13.7 mg. per minute with morphine and atropine. 
The patients who were given morphine sulfate and 
atropine preoperatively received almost 11% less anes- 
thetic than those receiving either of the other two agents 
In table 2, the summary of the three series is given as the 
average total amount of anesthetic necessary and the av- 
erage milligrafMs of thiopental sodium per minute for 
each series. The total amount of anesthetic administered 
varied greatly with the age of the patients and did not 
decrease constantly in the older patients. The older pa- 
tients did require a little less anesthetic agent than the 
younger patients and this in spite of the fact that there 
were fewer simple vaginal hysterectomies without repairs 
in the older than in the younger women. Also the older 
patients needed fewer milligrams per minute to keep 
them under anesthesia than did the younger patients. 
This was true regardless of the preoperative agents used. 
The only exception to this finding was in the patients in 
the group 60 through 69 years old who had received 
morphine and atropine preoperatively (table 4). 


CLINICAL EVALUATION 

From the clinical standpoint, the evaluation was more 
difficult, since we had to rely on clinical impressions, and 
these do not lend themselves to simple expressions to be 
used in the evaluation of two drugs or of two methods 
of procedure. We wished to obtain with our preoperative 
medicaments adequate relief from nervous tension, 
worry, and excitability. We needed to control the amount 
of mucus in the nasal passages and trachea. We wanted 
to avoid postoperative depression and respiratory em- 
barrassment and to reduce the nausea and vomiting in 
the postoperative period. It seemed to us that the patients 
in all groups arrived in the operating room in a very 
satisfactory state of relaxation, both mental and physical. 
There was a minimum of anxiety demonstrated, and 
uniformly, with all three methods of preoperative med- 
ication, the patients were quiet and cooperative. Some 


TaBLe 4.—Effect of Preoperative Medicaments on Rate of 
Administration of Thiopentai Sodium (Milligrams per ~ 
Minute), in Relation to Age of Patient 
With 


Hyatrobal 
With Morphine With and 


Sulfate and Hyatrobal Methadone 
Age, Yr Atropine Alone Hydrochloride 
Tess than 30 a 15.6 144 18.0 
90-SD.....000% . 15.8 13.7 16.1 
40-49 “ ; 13.0 16.1 14.1 
50-59 aes 12.8 11.8 13.7 
60-69 14.5 11.2 13.9 
70 or more vde0 os 12.7 
Mean iave vue 13.7 13.6 14.2 


of these patients, however, especially the older ones, who 
had received morphine and atropine did seem to be a 
little more lethargic and inattentive than those who had 
received Hyatrobal and methadone hydrochloride or 
Hyatrobal alone. When they were moved from wheel 
chair to table, they had to be watched closely to protect 
them from falling and hurting themselves. We also felt 
that, although they required less anesthetic for complete 
relaxation, the administration of the anesthetic had to be 
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longed when it occurred. With Hyatrobal and methadone 
hydrochloride, the patients were relaxed and seemed to 
be at ease as far as worries and tension were concerned; 
yet they were better coordinated and could help them- 
selves more safely. 

In neither series did we have any serious postoperative 
pulmonary complication. In the patients receiving mor- 
phine and atropine, however, a few remained lethargic, 
sleepy, and depressed for a number of hours after oper- 
ation, whereas the Hyatrobal-methadone hydrochloride 
group seemed to wake up sooner, to be more alert, and 
show less respiratory depression. Clinically we were im- 
pressed by the easier postoperative course of the patients 
who had been given Hyatrobal and methadone hydro- 
chloride preoperatively. Nausea and vomiting seemed 
to be distinctly less than with morphine and atropine, 
and the feeling of nausea was not prolonged. The ma- 
jority of the patients were able not only to eat but to be 
interested in food within 24 hours. This decrease in 
nausea has been noted by the oral surgical group who 
are now using Hyatrobal and methadone hydrochloride 
as preoperative medication. These drugs, of course, do 
not entirely eliminate nausea and vomiting in the post- 
operative period, but the patients do seem to have less 
difficulty for a shorter time and are therefore that much 
more comfortable and quiet after operation. 


SUMMARY AND CONCLUSIONS 

In a study carried out on patients undergoing vaginal 
hysterectomy, with intravenously administered thiopental 
sodium as the anesthetic agent, one large group of 
patients was given pentobarbital sodium by mouth and 
morphine and atropine by hypodermic injection as the 
preoperative medicament, the second group received 
Hyatrobal by mouth and methadone hydrochloride by 
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hypodermic injection, and a third group of patients re. 
ceived Hyatrobal alone. The dose per minute of thio. 
pental sodium was 13.7 mg. with morphine and atropine 
as compared to 14.2 mg. per minute with Hyatrobal and 
methadone hydrochloride. The quantities of postopera- 
tive analgesics used were the same on the average for the 
series of patients as well as for the series classified ac- 
cording to the patients’ ages. Clinically, there were no 
major postoperative complications in either group to 
cause difficulties. However, the members of the group 
sedated with morphine sulfate and atropine were more 
lethargic and a little more incoordinated preoperatively, 
while postoperatively they were slower to respond and 
did show a somewhat more prolonged reaction to the 
anesthetic. The patients given Hyatrobal and methadone 
hydrochloride preoperatively were not quite so relaxed 
though they were very satisfactorily sedated and quiet, 
and their nervous tension was minimal. Postoperatively 
they responded faster and were awake sooner. Nausea 
and vomiting were shorter in duration and less in inten- 
sity when Hyatrobal and methadone hydrochloride were 
used, and the patients seemed to recover and be ready 
to enjoy food sooner than those who received morphine 
sulfate and atropine. Hyatrobal and methadone hydro- 
chloride compare favorably to morphine and atropine in 
the preoperative preparation of surgical patients, in pre- 
operative sedation, and in complications of anesthesia. 
They augment the armamentarium of the surgeon and 
the anesthesiologist in offering a combination of drugs 
that have many of the advantages of morphine sulfate 
and atropine but in addition effectively reduce the post- 
operative nausea and cause less depression of the respir- 
atory system. 


102 Second Ave., S.W. (Dr. Pratt). 





TREATMENT OF CONGESTIVE HEART FAILURE AND ANGINAL SYNDROME 
WITH CHOLINE THEOPHYLLINATE 


Robert C. Batterman, M.D., Arthur J. Grossman, M.D., Julius Schwimmer, M.D, 


Alan L. Blackman, M.D., New York 


In this study it was our task to evaluate the effective- 
ness of choline theophyllinate for the treatment of the 
anginal syndrome and congestive heart failure. Since the 
introduction of xanthines for the treatment of these dis- 
orders there has been reluctance on the part of some 
investigators, including ourselves, to accept the value of 
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these medicaments for this purpose. In spite of this, how- 
ever, their use has been widespread and in many cases 
has been of considerable benefit. The xanthine prepara- 
tion that has the greatest popularity at present is theo- 
phylline ethylenediamine or aminophylline. No one ques- 
tions the efficacy of the parenteral use of this medicament, 
but oral and rectal use leave much to be desired. 

The disadvantages of aminophylline are several. Fore- 
most among them is the unpredictability of achieving 
a desired therapeutic effect when the drug is administered 
orally. This reflects the difficulty in attainment of a good 
blood level because of either unpredictable absorption or 
destruction of the drug by the liver. Administration of 
aminophylline by rectum or by injection circumvents the 
liver and thus is more effective than oral administration. 
The poor therapeutic effects of aminophylline adminis- 
tered orally have been reported by Evans and Hoyle,’ 
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Gold and co-workers,’ and Master and co-workers * and 
confirmed by our own group. It was impossible in a large 
group of patients to achieve an incidence of effectiveness 
superior to placebo medication. Nevertheless, in any par- 
ticular patient, aminophylline by mouth may be effective 
to a degree greater than a placebo. In such a patient, and 
there are many, aminophylline is of value. The second 
disadvantage of aminophylline is the high incidence of 
castrointestinal intolerance. A dosage higher than 200 
mg. four times daily is often desirable, but this is impos- 
sible because of gastrointestinal irritation. From our own 
studies on repeated administration of aminophylline, 
there is a possibility that an allergic component may be 
added. A patient having irritation of the upper gastro- 
intestinal tract when given aminophylline orally may have 
the same symptoms when aminophylline is administered 
intravenously or rectally. The third disadvantage is the 
development of tolerance on repeated administration. 
This is particularly noted when the drug is used as a 
‘diuretic. 

The results with choline theophyllinate indicate that 
the disadvantages of xanthine therapy as reflected by the 
use of aminophylline are abolished or at least minimized. 
Studies on absorption and blood levels of choline theo- 
phyllinate as compared with aminophylline * indicate a 
much better absorption and higher blood level with cho- 
line theophyllinate. Duesgl and Fand ° report the greater 
solubility and decreased toxicity of choline theophyllinate 
as compared with aminophylline. Dann and associates,° 
as well as Katz and McCormick,’ have indicated the 
Superiority of choline theophyllinate for the treatment 
of bronchiospasm and bronchial asthma. McGavack and 
associates have indicated that choline theophyllinate 
quantitatively reverses the antidiuresis induced by vaso- 
pressin injection (Pitressin) * or desoxycorticosterone 
acetate.® 

SCOPE OF INVESTIGATION 

The effectiveness of choline theophyllinate was stud- 
ied in 68 patients with congestive heart failure, anginal 
syndrome, or both. Nine patients were observed for both. 
The medicament was given orally in doses of 50 to 400 
mg. (average 200 mg.) three to four times daily. The 
period of observation was not less than 14 days and in 
many patients extended to several months of continuous 
drug administration; in a few instances this was as long 
as 75 weeks. During the early phase of the investigation 
50 mg. doses were employed. This was noted, however, 
to be too small. By trial and error procedure it was found 
that 200 mg. was the most satisfactory dose. 


TREATMENT OF CONGESTIVE HEART FAILURE 

Forty-five patients, 24 ambulatory and 21 hospitalized, 
were in congestive heart failure. With few exceptions all 
patients were not responsive to daily maximum tolerated 
doses of a digitalis preparation, and parenteral adminis- 
tration of mercurial diuretics was necessary at frequent 
intervals for control and removal of signs and symptoms 
of diminished cardiac reserve. For the hospitalized pa- 
tients, wherever possible, daily weights were recorded. 
The status of the ambulatory patients was reviewed at 
each clinic visit, which ranged from one to two weeks, 
in regard to extent of congestive heart failure and the 
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need for a mercurial diuretic. The results were noted 
according to three categories. First was the removal of 
the need of mercurial diuretics, which indicated complete 
control of the signs and symptoms of congestive heart 
failure. Second was the need of a mercurial diuretic at 
only infrequent intervals, and the third was a decrease 
in the need of mercurial diuretics by at least 50°. Any 
effect less than this, such as decreasing the mercurials 
to 60 or 70% of their previous use, was considered by 
us to be an ineffective response and therefore not signif- 
icant. Table 1 indicates that, according to these rigid 
criteria, an effective response was attained in 28 out of 
the 45 patients, for an incidence of 62°. The diuretic 
response and relief of signs and symptoms of congestive 
heart failure were gradual in onset and required several 
days before maximum results were apparent. 


TREATMENT OF ANGINAL SYNDROME 
Thirty-two patients, 30 ambulatory and 2 hospitalized, 
were treated for the anginal syndrome. Nine of these pa- 
tients were also treated for congestive heart failure and 
were included in the previous group. The patient, to be 
studied for this phase of the investigation, had to satisfy 
the classical history of substernal-midline pain, with and 


TABLE 1.—Effectiveness of Choline Theophyllinate in Forty-Five 
Patients for Relief of Congestive Heart Failure 
Patients 

Result No 

No longer required mercurial diureties..... 


Infrequent use of mercurials............... 10 
Decreased mercurial need by 50% von 11 244 


without radiation, lasting a few minutes, occurring with 
exertion, and relieved promptly by glyceryl trinitrate 
therapy. Patients with complaints of chest pain away 
from the midline and those in whom there was doubt 
of true coronary insufficiency, regardless of presence of 
underlying heart disease, were excluded. The same rigid 
criteria for effectiveness were applied to these patients 
as in the case of congestive heart failure, but they re- 
volved about the need for glyceryl trinitrate therapy. 
Table 2 indicates that satisfactory relief and control of 
the anginal syndrome occurred in 23 of the 32 patients, 
for an incidence of 72%. Complete freedom from chest 
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pain was obtained in nine patients, six patients subse- 
quently required only occasional therapy with glyceryl 
trinitrate, and in eight patients glyceryl trinitrate re- 
quirements decreased by more than 50%. Any lesser 
response was considered to be insignificant. 


COMMENT 


The xanthines represent a group of drugs that have 
been a controversial subject since their introduction. The 
literature pertaining to the effectiveness of these com- 
pounds, particularly theophylline ethylenediamine or 
aminophylline, when administered orally, is divided al- 
most equally for and against their therapeutic usefulness. 
Two factors are evident when a review of the literature 
is undertaken. The first is indicative of the poor and un- 
certain absorption of all of the previously used xanthines 
from the gastrointestinal tract, and the second revolves 
about the subjective nature of the principal clinical indi- 
cations for xanthine therapy. The vasodilator effect of 
these medicaments on the coronary circulation has been 
accepted in regard to laboratory animal responses, but 
objective evidence for an increased coronary blood flow 
in man with their use is lacking. Nevertheless, clinical 
observation has firmly established the belief that xan- 
thines do influence the coronary circulation in man, so 


TABLE 2.—Effectiveness of Choline Theophyllinate in Thirty- 
Two Patients for Relief of Anginal Syndrome 


Patients 


—_—~ 


Result No. % 
Complete freedom from chest pain ¢ 28.1 


Infrequent use of glycery] trinitrate 18.7 
Decreased glycery! trinitrate need by W%. 25.0 


23 71.9 


that patients with the anginal syndrome have a decrease 
in the frequency and severity of their attacks. Since the 
difficulties involved in the above studies may reflect the 
low blood levels of theophylline because of unsatisfactory 
gastrointestinal absorption, a logical approach would be 
procurement of a xanthine that would assure predictable 
and adequate blood levels. This has been achieved for 
choline theophyllinate. Gagliani, De Graff, and Kupper- 
man‘ demonstrated that the theophylline blood levels 
obtained with choline theophyllinate were 60 to 75% 
higher for the first two hours and 40 to 50% for the 
third and fourth hours when compared to the levels ob- 
tained with aminophylline with and without aluminum 
hydroxide. The results have even greater significance 
when one considers that the theophylline content of 
choline theophyllinate is about 64%, as compared to 
about 80% for aminophylline. In other words, dose for 
dose, choline theophyllinate, in spite of its lower theo- 
phylline content, will give a higher blood level than ami- 
nophylline. 

As in the case of analgesics, in which there is less 
difficulty in assigning an action to morphine or meperidine 
than to salicylates because of their greater potency, the 
possibility arose that the greater absorption of choline 
theophyllinate might influence its potency, so that it 
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would make it easier to study its effectiveness for the sub- 
jective character of the anginal syndrome. It was thought 
advisable that this phase of the investigation should be 


. performed according to the same methods employed for 


the study of analgesics. Although in this case one deals 
with a vasodilator, its use as a pain-relieving medicament 
for one type of pain, namely, the anginal syndrome, made 
it likely that the same principles applicable to analgesics 
could be used. Methods for clinical evaluation of anal- 
gesic agents have been recently reported *° from our labo- 
ratory. In addition, various techniques in double-blind- 
fold and psychological preparation of subjects have led 
us to report"! that these methods do not lend themselves 
to accurate evaluation of weak but effective medicaments. 
Our experience with the above techniques and responses 
to placebo and aminophylline medication assures us, 
therefore, that our results with choline theophyllinate for 
the relief of the anginal syndrome are significant. Here- 
tofore we had not achieved this high level of responsive- 
ness for any previously used xanthine preparation. 

The value of xanthines for the treatment of congestive 
heart failure was much easier to accept. The diuretic 
response with control of peripheral edema and relief of 
pulmonary edema-was readily demonstrable in too many 
patients to be questioned. However, several factors in 
addition to their absorption were evident that limited their 
value. The first revolved about their potency as diuretic 
agents. When first introduced they were superior to the 
usual preparations used for this purpose, but the advent 
of mercurial diuretics challenged their status as the prep- 
aration of choice for immediate control of signs and 
symptoms of decompensation. However, in the past 30 
years the usefulness of xanthines for the treatment of heart 
failure has been reconsidered, and its proper niche in the 
armamentarium of medicaments for this purpose estab- 
lished. It is now apparent that the xanthines have been 
neglected for the treatment of patients with mild degrees 
of decompensation. In such patients it is not necessary to 
use as potent a preparation as a mercurial diuretic. The 
possibility of irreversible kidney damage or untoward re- 
actions secondary to excessive diuresis could be avoided 
if less potent preparations such as the xanthines were 
used. 

In a mistaken effort to increase the potency of xan- 
thines, increased dosage would be prescribed. This led 
to cumulative untoward reactions, such as gastrointestinal 
irritation and central nervous system irritability or stimu- 
lation. It is true that an increased dose of aminophylline 
may be more effective than the dose usually prescribed, 
but this is because of inadequacy of gastrointestinal ab- 
sorption with the smaller dose. An effective blood level 
may thus be achieved with aminophylline when adminis- 
tered orally, but the likelihood of gastrointestinal irrita- 
tion increases in direct proportion. On the other hand, 
gastrointestinal tolerance with choline theophyllinate was 
excellent. Untoward reactions, such as nausea and in- 
creased bowel movements, were minimal and occurred 
in only five patients, for an incidence of 7.3%. Since this 
is well within the range noted for gastrointestinal into!ler- 
ance with placebo medication, it is insignificant. 

The use of choline theophyllinate circumvents these 
shortcomings of other xanthines. An effective blood level 
assures a Satisfactory clinical result if the patient’s condi- 
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tion allows responsiveness to a preparation of the potency 
of choline theophyllinate. With advanced heart failure 
this medicament may not be of sufficient potency to 
control the signs and symptoms completely of its own 
accord; however, it may be an excellent adjunct to other 
therapeutic measures. Thus, it may decrease the need for 
frequent mercurial diuretics, even though these are still 
necessary. It will also increase the diuretic response of 
the mercurial. Patients in far-advanced heart failure will 
not only achieve a greater diuresis with a mercurial when 
their therapy is supplemented by choline theophyllinate 
but also may achieve a diuresis with a mercurial when 
heretofore they were not responsive. 

Finally, it is a general experience that continuous use 
of aminophylline or other xanthines available previously 
results in a progressively weaker response until full tol- 
erance is attained. This is particularly so when these drugs 
are used for the treatment of congestive heart failure. 
After several weeks of possibly excellent response, the 
medicament becomes less and less effective. That this is 
not a deterioration of the patient’s status is evident when 
after a rest period the xanthine may be again effective. 
The rapidity of development of tolerance varies from 
patient to patient, but its occurrence decreases the use- 
fulness of the drug. On the other hand, to date, after 75 
weeks of continuous administration of choline theophyl- 
linate, we have not noted any development of tolerance. 
That this may not eventually happen cannot be stated 
with surety, but the long duration of treatment without 
its occurrence assures us that it would be unlikely. 


CONCLUSIONS 

The high predictability of therapeutic response for 
choline theophyllinate for the treatment of congestive 
heart failure and anginal syndrome, the absence of gastro- 
intestinal irritation, and the low likelihood of development 
of tolerance indicate that choline theophyllinate is an 
effective and safe xanthine with none of the disadvantages 
that may be encountered with aminophylline or other 
theophylline salts. 


25 Central Park West (23) (Dr. Batterman). 





Advertising.—Solicitation of patients, directly or indirectly, by 
a physician, by groups of physicians or by institutions or or- 
ganizations is unethical. This principle protects the public from 
the advertiser and salesman of medical care by establishing an 
easily discernible and generally recognized distinction between 
him and the ethical physician. Among unethical practices are 
included the not always obvious devices of furnishing or inspir- 
ing newspaper or magazine comments concerning cases in which 
the physician or group or institution has been, or is, concerned. 
Self laudations defy the traditions and lower the moral stand- 
ard of the medical profession; they are an infraction of good 
taste and are disapproved. 

The most worthy and effective advertisement possible, even 
for a young physician, especially among his brother physicians, 
is the establishment of a well merited reputation for profes- 
sional ability and fidelity. This cannot be forced, but must be 
the outcome of character and conduct. The publication or circu- 
lation of simple professional cards is approved in some localities 
but is disapproved in others. Disregard of local customs and 
Offenses against recognized ideals are unethical.—Principles of 
Medical Ethics of the American Medical Association, chapter 
1, section 4, June, 1954. 
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REPORT TO THE COUNCIL 
The Council has authorized publication of the following 
report from the Committee on Pesticides. 


R. T. Stormont, M.D., Secretary. 


Following is the first in a series of Outlines of Information 
on Pesticides. The outlines are a digest of the more important 
facts about the principal pesticidal chemicals and the group of 
compounds to which they belong. It is hoped that the outlines, 
by summarizing available information, will accelerate the rate 
at which basic facts on pesticides can be provided to the medical 
profession, The outlines also may have value as aids in teaching. 
They are intended to augment and supplement rather than sup- 
plant the comprehensive review articles that the Committee has 
published, and will continue to publish, in THe JOURNAL. 

The Committee wishes to acknowledge the assistance of the 
following plant pathologists who reviewed those portions of the 
outline pertaining to their specialty: Drs. Frank L. Howard, 
Kingston, R. 1.; S. E. A. McCallan, Yonkers, N. Y.; Saul Rich, 
New Haven, Conn.; and R. H. Wellman, New York. 


BERNARD E. Coney, Secretary, 
Committee on Pesticides. 


OUTLINES OF INFORMATION ON PESTICIDES 
PART 1—AGRICULTURAL FUNGICIDES 


Pesticides (economic poisons) are a diversified class of chemi- 
cal products used to kill or repel insects (insecticides, fumigants, 
repellents), destroy or repel rodents (rodenticides), control 
weeds (herbicides), and prevent and modify plant diseases 
(fungicides and certain bactericides). They are of value for 
improving crop production, preserving stored food supplies, and 
increasing man’s freedom from pest annoyance. They also have 
virtue in eradicating insect and rodent vectors of disease and 
removing unwanted vegetation that harbors insects, blisters the 
skin, or produces unwanted types of pollen. 

As chemical protectants against pests of economic and medical 
importance, pesticides are occasionally the sole practical means 
for the successful management of pest infestations. More fre- 
quently, they serve as invaluable adjuvants that supplement 
more cumbersome but thoroughly effective nonchemical control 
measures such as the use of exclusion devices (screening, rat- 
proofing, protective clothing), the elimination of breeding areas 
(drainage of stagnant bodies of water, mechanical weed and 
brush removal), and sanitary measures (disposal of garbage, 
excreta, and other wastes). With growing frequency the chemicals 
used in agriculture are also finding a place in medicine as thera- 
peutic agents (parasiticides, fungicides, cholinergic agents) and 
as tools of research in unraveling the details of physiological 
processes (neurology, endocrinology, biochemistry). 

Because of the tremendous possibilities for good as well as 
certain potentialities for harm, it is imperative that a greater 
understanding of pesticides be developed among physicians and 
other members of the medical community. Of the various means 
for cultivating this appreciation, that which exists during the 
period of professional training promises the most lasting benefit 
The Committee is conscious of this opportunity and has pre- 
pared Outlines of Information on Pesticides as aids in teaching. 

The accompanying outlines are devoted to the individual 
pesticidal chemicals and contain a description of the compound, 
its properties, formulation, uses, routes of absorption, com- 
parative toxicity, and present status. The various compounds are 
grouped according to their chemical composition and principal 
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field of use. Whenever possible, the pharmacological, toxicologic, 
pathological, and biochemical characteristics of the group are 
summarized in a general statement that accompanies the out- 
lines of information for a given subdivision. Comparative values 
for solubility and acute oral toxicity are based on definitions 
presented in the United States Pharmacopeia, 14th revision, and 
in the American Industrial Hygiene Association Quarterly (10:4 
1949) respectively. LDsw values are based on results obtained 
with experimental rats. 

Fungi such as molds, rusts, and smuts are a low order of 
plants that are distinguished from higher plants by the absence 
of chlorophyll. They may be either parasitic or saprophytic 
depending on the source of their nutrition. Parasitic fungi attack 
animal tissue and seeds, roots, fruit, and foliage of living plants. 
For this reason, they are of greatest importance in agriculture 
and medicine. Saprophytic fungi invade nonliving material such 
as wood, rope, fabrics, leather, and other types of organic 
matter. Their economic importance lies in the production of 
surface growths (mold, mildew) or internal decomposition (rot, 
decay), resulting in discoloration and destruction of a wide 
variety of basic items used in industry and in the home. 

Parasitic fungi may produce in a single species of plant nearly 
as many diseases as occur in man. Fortunately, only a few of 
these infections are sufficiently common and destructive to 
require regular control. Plant diseases are produced mainly by 
fungi, although bacteria and viruses are inciting agents in a 
comparatively few instances. The several hundred diseases of 
plants incited by bacteria are not adequately controlled by pres- 
ently available chemical measures, although antibiotics show 
promise for these plant infections. Virus diseases, oftentimes 
recognized by mottling and yellowing of plants, are commonly 
spread by insects. Their control is mainly directed at the insect 
carrier, although the use of systemically acting chemicals to 
mitigate virus infections within the plant is presently receiving 
considerable study. 

Plant diseases incited by fungi are subject to several types of 
control practices, including crop rotation, altering soil condi- 
tions, the development of resistant varieties of plants, and appli- 
cation of fungitoxic chemicals. Complete dependence can not 
be made on any one or a combination of the nonchemizal 
measures because of the extreme diversification of crops and the 
need for economic and efficient use of available land. In spite 
of the higher cost and potential danger to human beings and 
plants, necessity requires the use of fungicidal chemicals. 

Chemicals exert their fungistatic and fungicidal properties by 
one or a combination of known mechanisms of action. For 
example, they may act by precipitating the protein of fungus 
spores, thus preventing further growth and propagation of the 
organism (i. e., heavy metals, formaldehyde). They may inhibit 
enzyme systems such as dehydrogenases (i. e., sulfur), sulfhydryl 
enzymes (i. e., heavy metals, quinones), or metalloenzymes (i. ¢., 
dithiocarbamates and these heterocyclic nitrogen fungicides that 
are capable of forming chelating complexes with metals vital to 
cell survival). They also may interfere with the use of essential 
metabolites because of strong oxidizing powers possessed by the 
active element or synthetic group characteristic to the fungicide 
(i. €., Copper, quinone, pyrazole compounds). 

Agricultural fungicides are generally protective rather than 
curative. They are usually sprayed as water suspensions or 
applied as dusts on the surface of the plant prior to the attack 
of fungi. Internal treatment with certain systemic-acting com- 
pounds such as antibiotics (Actidione |C,;H2 NO,], streptomycin, 
oxytetracycline) and synthetics (8-hydroxy quinoline benzoate, 
thioglycolate) have given promising results against fungous, 
bacterial, and viral diseases of plants. Greater study of their fate 
in plant tissues will be needed, however, before broad application 
to food and forage crops can be recommended. No acquired 
chemical resistance in fungi has been reported. Fungicides are 
relatively specific for the various plant diseases of economic 
importance. For this reason, a variety of inorganic and organic 
chemicals are employed. Tolerances or safe limits for chemical 
residues remaining on fresh fruits and vegetables at harvest have 
been established for many fungicides in commercial use. 
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Inorganic forms of copper and sulfur act as general purpose 
fungicides and comprise about 80% of the chemicals applied for 
fungicidal purposes. Mercury, certain metallic complexes (cad- 
mium, chromium, zinc) and a diversified group of organic 


‘compounds are “specific” fungicides that are useful for select 


plant diseases. The several classes of compounds will be dis- 
cussed in separate sections to follow. 
SULFUR FUNGICIDES 

Elemental (free) sulfur and lime sulfur have been the most 
widely employed of the agricultural fungicides and, together 
with copper compounds, constitute the principal fungicidal 
agents used in large volume. Sulfur is biologically a relatively 
inert element, but it reacts with proteins of living tissues to pro- 
duce hydrogen sulfide and pentathionic acid, which act by inter- 
fering with the normal dehydrogenation and hydrogen reactions 
of the cell. This action is materially influenced by the size of 
the sulfur particles; accordingly, various forms (micronized, 
colloidal, and flotation sulfurs) have been introduced for greater 
activity, adhesiveness, or stability in the formulation and appli- 
cation of this element as a pesticide. 

Sulfur is a primary irritant and sensitizing agent. It is irritating 
to the eyes, skin, and respiratory tract. When ingested or ab- 
sorbed through the skin it may cause symptoms of hydrogen 
sulfide poisoning. Large doses (15 gm. or more) may be toxic, 
and deaths from ingestion have been recorded among several 
species of farm animals. Sulfur-containing ointments also have 
caused fatal hydrogen sulfide poisoning in infants. Sulfur has a 
high index of sensitivity production, and some reactions may be 
expected among users or those otherwise exposed to this element 
or its many derivatives. Sulfur and lime sulfur are not considered 
to be poisonous or deleterious substances within the meaning 
of the Federal Food, Drug, and Cosmetic Act, and therefore 
no tolerances on food crops have been established. The symp- 
toms of sulfur poisoning result from the irritant and depressant 
actions of hydrogen sulfide. When ingested in large doses it may 
cause nausea, vomiting, diarrhea, epigastric pain, headache, 
vertigo, depression, and collapse. Treatment is symptomatic 
and supportive. 

Derivatives of dithiocarbamic acid (ferbam, maneb, nabam, 
ziram, and zineb) and a closely related derivative, thiram, are 
the principal organic sulfur compounds used as fungicides. They 
are highly specific compounds that supplement and, with grow- 
ing frequency, are supplanting sulfur and copper compounds in 
the control of many plant diseases. As a group, their toxicity is 
generally comparable to inorganic sulfur compounds, although 
goitrogenic tendencies have been noted with at least two of the 
compounds at dcesages much in excess of those concentrations 
that normally occur as food residues. Tolerances for ferbam, 
zineb, and ziram have been established in terms of the total 
amount of dithiocarbamic acid component present in the residue. 

In dust form the dithiocarbamates are distinctly irritating to 
the eyes and respiratory tract and tend to produce a dermatitis 
in sulfur-sensitive persons. In sufficiently large oral doses they 
produce predominately gastrointestinal disturbances. Depression 
of central nervous sysiem function culminating in stupor, coma, 
and death has been observed in experimental animals given lethal 
deses of these compounds. Fats and oils facilitate their absorp- 
tion and increase their toxicity. Treatment is entirely sympto- 
matic and supportive. 


Data Sheets on Sulfur Fungicides 

Name: Sulfur 

Properties: Yellow crystalline powder; practically insoluble in 
water and alcohol, sparingly soluble in chloroform and olive oil, 
freely soluble in carbon disulfide; faint characteristic odor; stable 
to atmospheric conditions, unstable with metals and proteina- 
ceous materials. 

Formulation: Dusts, pastes, and wettable powders. 

Uses: Insecticide, fungicide (noncitrus fruits), and medicinally 
as scabicide and keratolytic agent. 

Absorption: Absorbed poorly in free form, readily as hydro- 
gen sulfide. High incidence of sensitivity. 
Toxicity: Slightly toxic. 
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Present Status: Less phytotoxic but usually less effective than 
Bordeaux Mixture. Bright light and high temperature increases 
plant toxicity. Effective for certain fruit tree diseases, powdery 
mildews, and rust diseases. Gradually being replaced by more 
effective and safer organic compounds. No residue tolerance 
established. 


Name: Lime sulfur (calcium polysulfides) 

Properties: Orange-red liquid, insoluble in water; strongly 
alkaline, unstable to air, light, moisture, metals, and proteina- 
ceous materials. 

Formulation: Liquid concentrate, dehydrated powders. 

Uses: Insecticide-fungicide (dormant plant spray), animal dip 
for control of skin parasites. 

Absorption: All portals. Irritant and sensitizing agent. 

Toxicity: Moderately toxic. 

Present Status: More fungicidal than elemental sulfur but also 
more phytotoxic. Declining in use, deposits break down to free 
sulfur. No residue tolerance established. 


Name: Nabam (disodium ethylene bisdithiocarbamate) 

Properties: Amber solid; soluble in water; sulfur-like odor; 
unstable in dry form to heat, light, and moisture; stable in 
solution. 

Formulation: Aqueous solution (45% active). 

Uses: Protective fungicide for vegetables, ornamentals, and 
tobacco. 

Absorption: Absorbed via alimentary and respiratory tracts. 
Mild skin irritation; goitrogenic and sensitizing properties. 

Toxicity: Moderately toxic (LD», 0.395 gm./kg.). 

Present Status: Almost always used with zinc sulfate as a spray 
tank mixture, which is more stable and less phytotoxic. Spray 
residue limit established for zinc salt (zineb) to which sodium 
salt (nabam) is changed before application to plants. 


Name: Zineb (zinc ethylene-bisdithiocarbamate) 

Properties: White solid; insoluble (10 ppm) in water, soluble 
in pyridine; odorless; unstable to heat, light, and moisture; 
combustible. 

Formulation: Dusts, wettable powders (50% active). 


Uses: Protective fungicide for vegetables, ornamentals, and 
tobaccos. 


Absorption: Poorly absorbed. Nonirritating and nonsensitiz- 
ing; goitrogenic properties. 

Toxicity: Practically nontoxic (LD, 5.2 gm./kg.). 

Present Status: Tenacious residue that is difficult to remove. 
Residue tolerance of 7 ppm of metallic dithiocarbamate. 


Name: Thiram (tetramethyl thiuramdisulfide} 

Properties: White or yellow solid, but commercial formulations 
may be colored pink or green; practically insoluble in water, 
slightly soluble in alcohol and ether, soluble in acetone and 
chloroform; odorless; stable to environmental conditions, un- 
stable with acids. 

Formulation: Dusts, wettable powders. 


Uses: Seed disinfectant, turf fungicide. Closely related de- 
rivative (mono sulfide) used as soap for scabies. 


Absorption: All portals. Irritating to eyes and respiratory 
tract. Skin irritation in sulfur-sensitive persons. 


Toxicity: Moderately toxic (LDw, 0.35 gm./kg.). 

Present Status: No residue tolerance required since use is 
principally as seed disinfectant, although treated seeds should 
not be used for food or feed purposes. Most toxic of group. 


Name: Ziram (zinc dimethyl thiocarbamate) 

Properties: White solid; very slightly soluble in water, soluble 
in chloroform; comparatively stable, although somewhat sus- 
ceptible to moisture, heat, and alkalies. 

Formulation: Wettable powders. 

Uses: Protective fungicide for vegetable crops. 
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Absorption: Poorly absorbed. Irritant properties similar to 
ferbam. 

Toxicity: Slightly toxic (LD, 1.4 gm./kg.). 

Present Status: Residue hazard undetermined. Causes russet- 
ing of fruit. Spray residue limit 7 ppm of metallic dithio- 
carbamate. 


Name: Ferbam (ferric dimethyl thiocarbamate) 

Properties: Black solid; slightly soluble in water, soluble in 
acetone and chloroform; somewhat unstable to heat, light, and 
moisture; decomposition products are flammable. 

Formulation: Wettable powders. 

Uses: Protective fungicide for fruit, vegetable crops, and to- 
bacco. Textilé preservative. 

Absorption: Poorly absorbed. Irritating to eyes and respiratory 
tract. Skin irritation in persons sensitive to sulfur-containing 
compounds. 

Toxicity: Practically nontoxic (LD», 17 gm./kg.). 

Present Status: Spray residue tolerance of 7 ppm metallic 
dithiocarbamate. Black color and adhesiveness preclude use on 
fruit that can not be washed. When mixed or applied, should 
be kept away from ignition sources. 


COPPER FUNGICIDES 

Copper is one of the most useful and versatile elements em- 
ployed in the management of plant diseases and other fungus 
infections. It is toxic to a wide variety of fungi, relatively in- 
expensive, and resistant to weather factors. It is used principally 
in the form of Bordeaux Mixture, although other inorganic cop- 
per salts (carbonates, chloride, hydroxide, oxalate, oxides, 
phesphate,. silicate, sulfates, and zinc chromate complex) and 
organic copper compounds (acetate, naphthenate, oleate, quino- 
linolate, and resinate) are employed in comparatively small 
quantities for special purposes. In its various forms, copper is 
employed as an algaecide; fungicide for fruits, vegetables, and 
ornamentals; seed disinfectant; cordage, fabric leather, and wood 
preservative; and as an insecticide and repellent for certain in- 
sects. Copper fungicides are highly toxic to algae and fungi and 
are of moderate to low toxicity to mammals. As a group they 
are poorly absorbed, although soluble salts such as basic copper 
chloride and monobasic and monohydrate copper sulfate may 
be toxic in fairly large doses (20 gm. or more), especially to 
some families of plants. 

The fungicidal, phytotoxic, and poisonous properties of copper 
fungicides are caused by the copper ion available in the form 
of soluble copper salts. Acute toxic doses of soluble copper 
compounds produce a metallic taste, nausea, vomiting, ab- 
dominal pain, purging, nephritis, collapse, coma, and death. 
Burning thirst, cold sweats, dyspnea, cramps, and convulsions 
also may be evident. Treatment consists of gastric lavage 
followed by neutralizing or precipitating agents and purgatives 
to remove residual amounts of unabsorbed poison. To neutralize 
or precipitate the copper ion, albuminous substances such as 
milk and eggwhite, soap or other alkalies, and potassium ferro- 
cyanide (0.6 gm.) have been recommended. Mild cathartics as 
evacuants also may be indicated. 

Deleterious effects from the continued ingestion of small 
amounts of copper do not appear to be as great as with other 
heavy metal ions. It is a normal constituent of the body and 
is absorbed in fairly constant amounts, which are usually in- 
dependent of intake. Continued inhalation of copper dust, how- 
ever, may cause changes in the gums of workers because of its 
caustic and astringent actions. Excessive inhalation of copper 
dusis during seed treatment has produced symptoms of metal 
poisoning. No tolerances have been established for residues of 
copper fungicides on food crops, because they constitute no 
hazard to man as now used in agriculture. 


Data Sheets on Copper Fungicides 
Name: Bordeaux Mixture (copper sulfate and lime) 
Properties: Blue gelatinous precipitate that remains suspended 
in water; practically insoluble in water; unstable with metals. 
Formulation: Made up immediately before use as foliage 
spray. 
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Uses: Protective fungicide for fruits, vegetables, and orna- 

mentals; repellent for certain insects that attack vegetable crops. 
Absorption: Generally poor. 

Toxicity: Slightly toxic. Irritating to nose and throat. 


Present Status: Inexpensive but phytotoxic to certain plants. 
Adhesiveness resists weathering influences. 


Name: Copper carbonate 

Properties: Green-blue powder; practically insoluble in water 
and alcohol, soluble in dilute acids and ammonia water. 

Formulation: Dust. 

Uses: Seed disinfectant (wheat); medicinally as an astringent; 
industrial pigment and pickling agent. 

Absorption: Poorly absorbed. 

Toxicity: Slightly toxic. Irritating to nose and throat. 

Present Status: Extensively used as inexpensive seed dis- 
infectant and protectant of grain during storage. Gradually being 
replaced by organic mercury compounds. 


Name: Cuprous oxide 


Properties: Dark red crystalline powder; insoluble in water 
and alcohol, soluble in ammonium hydroxide. 

Formulation: Powders. 

Uses: Seed treatment and foliage spray. Antifouling agent 
(algaecide, barnacle repellent in paints). 

Absorption: Poorly absorbed. 

Toxicity: Slightly toxic. 

Present Status: Largely replaced as seed protectant by quinone 
compounds, although still used for certain crop seeds. 


MERCURY FUNGICIDES 

Mercury is one of the most toxic elements used in the con- 
trol of agricultural pests. In various forms it has been used as 
an insecticide and fungicide for many years because of its wide 
spectrum of activity and effectiveness in small amounts. As a 
fungicide it is extensively employed as an eradicant and pro- 
tectant for the treatment of seed-borne diseases of cereal crops, 
vegetables, ornamentals, cotton, peanuts, and sugar beets; as a 
soil treatment for turf diseases; as a foliage spray for fruits and 
vegetables; as a mildew-proofing medium and wood preservative, 
and as an antislime agent in the manufacture of paper. For 
these purposes it is applied as fungicidal dips, dusts, or sprays 
in the form of inorganic salts (mercuric and mercurous chloride) 
and as organic compounds (ethyl mercury chloride and phos- 
phate, hydroxy mercury chlorophenol and nitrophenol, methyl 
mercury dicyanodiamide, and phenyl mercury acetate, oleate, 
and triethanol and monoethanol ammonium acetate). 

The fungicidal and toxic effects of mercurial fungicides are 
due, at least in part, to the degree of dissociation of divalent 
mercury ions, which are harmful to all forms of life. Mercury 
is a protoplasmic poison, and its compounds and vapors are 
readily absorbed into the body via all portals. When absorbed 
it combines with protein and other body constituents and is 
deposited in tissues (bones, liver, kidneys) and slowly removed 
by the various channels of excretion. It is one of the most malig- 
nant of poisons because of its slow action, the lack of tolerance, 
and its extended after-effects. 

Organic compounds of low molecular weight and inorganic 
compounds are, in general, the most fungicidal as well as the 
most toxic forms of mercury to animals and man. Dermatitis 
and chronic mercurialism are conditions most likely to occur 
with exposure to these compounds. Dust produced during the 
treating and bagging of seeds and vapor evolved during volatili- 
zation of the compounds under confined conditions present the 
greatest hazard, although acute intoxication from the ingestion 
of treated seeds also has been reported. 

Acute poisoning from the ingestion of toxic doses of mercury 
compounds is manifested by local irritation or corrosion fol- 
lowed by gastrointestinal, circulatory, and renal disturbances. 
Death may be early as a result of shock or delayed as a result 
of renal failure. Nervous manifestations are not common in 
acute poisoning, and convulsions, when present, are produced 
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by uremia. Treatment must be prompt to be effective, because 
mercury produces rapid and extensive tissue destruction. Gastric 
lavage with sodium formaldehyde sulfoxylate followed by slow 
intravenous injection and colonic irrigation to precipitate and 


‘remove the poison as metallic mercury have been employed. 


Early use of dimercaprol (BAL) to form a stable and rapidly 
excretable complex with absorbed mercury, however, has largely 
supplanted the use of sodium formaldehyde sulfoxylate in acute 
mercury poisoning. Symptomatic and supportive measures such 
as morphine, analeptics, anticonvulsants, fluids given parenter- 
aliy, and bland diet also should be given as required. 

Chronic mercurialism is a slowly developing, insidious form 
of poisoning; symptoms are referable mainly to the central 
nervous system. Muscle tremors, usually beginning in the fingers, 
are frequently the initial sign of poisoning. As intoxication 
progresses, incoordination, particularly with respect to speech, 
writing, and gait, becomes evident. Nonspecific symptoms such 
as headache, weight loss, and digestive upset also have been 
observed. Infrequently, a blue mercurial line is seen on the gum; 
its color and comparative inconspicuousness distinguish it from 
a similar marking produced by lead. Mercurial fungicides are 
strong cutaneous irritants that are capable of producing derma- 
titis and burns when in prolonged contact with the skin. They 
must be used with great care in order to keep the finished food 
crop from bearing any spray residue when marketed. A zero 
tolerance has been established because it is considered that any 
amount of mercury-containing compound, however small, would 
be an unsafe residue on fresh fruits and vegetables. 

Removal of the material from the skin or environment of the 
patient and general rehabilitative measures such as a special diet 
are probably the most important means for the treatment of 
chronic mercury poisoning. Therapeutic agents to allay mental 
symptoms and digestive disturbances and to aid in the elimina- 
tion of the poison are commonly employed. Applications to 
relieve dermatitis and improve oral hygiene also may be re- 
quired. As disintoxication of the patient by means of dimercaprol 
is still in the experimental stage, definite recommendations for 
use in this condition cannot be made. 


Data Sheets on Mercury Fungicides 
Name: Mercury bichloride (mercuric chloride, corrosive 
sublimate) 


Properties: White crystalline powder; soluble in water, freely 
soluble in alcohol; slightly volatile at ordinary temperatures; 
unstable with strong alkalies and heavy metal salts. 


Formulation: Powders and aqueous solution (dip). 

Uses: General seed treatment, turf fungicide, dip for flower 
bulbs. 

Absorption: All portals. Severe local irritant. 

Toxicity: Highly toxic (LDw, 37 mg./kg.). 

Present Status: Very poisonous; inhalation or skin contact with 
dust or solution should be avoided. Treated seed should not be 
fed to livestock. 


Name: Phenyl mercury triethanol ammonium lactate 

Properties: White powder; soluble in water; appreciably 
volatile; unstable in reducing agents and sunlight. 

Formulation: Solution. 

Uses: Fruit, ornamental, and turf fungicide; seed treatment. 

Absorption: All portals. Skin irritant and sensitizing agent. 

Toxicity: Highly toxic (LDw, 30 mg./kg.). 

Present Status: Less persistent than arsenical residues. Residue 
hazard is decreased as the interval between application and 
harvest is increased. Treated seed should not be fed to livestock. 
No spray residue allowed on fresh fruits and vegetables. 


Name: Alkyl mercuric chloride 

Properties: Gray-white powder: practically insoluble in water, 
slightly soluble in alcohol and chloroform; appreciably volatile 
at ordinary temperatures. 

Formulation: Dust and liquid dip. 

Uses: Seed treatment, dip for flower bulbs 
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Absorption: All portals. Vesicant and sensitizing agent. 
Toxicity: Highly toxic (LDs, about 30 mg./kg.). 
Present Status: Greatest hazard during seed treating, handling, 
and storage of treated seeds. Slurry-type applications, protective 
clothing, adequate ventilation, and mechanical sacking and 
moving of treated seeds recommended. Treated seed should not 
be fed to livestock. 


Name: Hydroxy mercuri chlorophenol (2-chloro-4-[hydroxy- 
mercuri|phenol) 

Properties: Pink-white powder; soluble in water; comparatively 
jow volatility; mild phenolic odor. 

Formulation: Dust and aqueous solution (dip). 

Uses: Vegetable and flower seed disinfectant, turf fungicide, 
dip for flower bulbs. 

Absorption: All portals. Strong irritant and sensitizing agent. 
Oils and grease facilitate absorption. 

Toxicity: Highly toxic. 

Present Status: Treated seed should not be fed to livestock. 
Hand application of treated seed should be avoided. 


ORGANIC FUNGICIDES 


Prior to the year 1940, formaldehyde was the principal syn- 
thetic organic chemical that was in common use as an agri- 
cultural fungicide. For this purpose it was and continues to be 
used to a limited extent as a seed disinfectant and soil fumigant. 
Since then a variety of heterocyclic nitrogen compounds have 
been introduced into commerce. These may be divided into seven 
groups: dinitrophenol (sodium dinitro-o-cresylate, triethanola- 
mine dinitro-o-secondary butyl), dithiocarbamate (ferbam, 
nabam, thiram, zineb, ziram, and others), phthalimidine (captan), 
imidazoline (glyodin), quaternary ammonium (Isothan QI15), 
quinoline (Bioquin), and quinone (chloranil, dichlone) com- 
pounds. 

Bioquin compounds (copper and zinc salts of hydroxyquino- 
line) are textile preservatives that have been applied experi- 
mentally as foliage protectants for fruit trees. While effective, 
they are too expensive for practical use at the present time. 
Isothan Q15 (lauryl isoquinolinium bromide) is a vegetable dip 
and sanitizing agent. Ii is little used as a foliage spray because 
of its poor persistence in the presence of rain. The dinitrophenol 
compounds, sodium dinitro-ortho-cresylate and triethanolamine 
dinitro-o-sec-butylphenate are phytotoxic and have activity 
comparable to the dinitrophenol compounds discussed under the 
section on herbicides. They are employed as sprays to destroy 
organisms on ground debris and thereby decrease the danger of 
infection early in the growing season. Data sheets on representa- 
tive chemicals for the other groups of heterocyclic nitrogen 
fungicides follow this summary. 


Data Sheets on Organic Fungicides 

Name: Chloranil (tetrachloro-p-benzoquinone) 

Properties: Yellow crystalline solid; insoluble in water, 
sparingly soluble in many common organic solvents, most soluble 
in ether; stable with acids, unstable with alkalies. Violet color 
in aqueous sprays due to hydrolytic product (chloranilic acid). 

Formulation: Dusts, wettable powders. 

Uses: Protective fungicide for seeds; medicinal fungicide (tinea 
capitis); industrial oxidizing agent (dye and rubber industry). 

Absorption: Poorly absorbed; noncumulative; skin irritant in 
high concentrations. 

Toxicity: Slightly toxic (LD, 4.2 gm./kg.). 

Present Status: No residue tolerance on food crops established. 


Name: Dichlone (2,3-dichloro-1-4-naphthoquinone, LL g.) 

Properties: Yellow crystalline solid; slightly soluble in water 
and in most organic solvents, most soluble in acetone and di- 
oxane; stable with acids, unstable with alkalies. 

Formulation: Dusts, wettable powders, sprays (with mag- 
nesium sulfate). 

Uses: Protective fungicide for seeds, fruits, and vegetable 
crops; algaecide for ponds and lakes; fabric and leather preserva- 
live. Eradicant action against apple scab. 
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Absorption: Poorly absorbed. Skin irritation that is enhanced 
by oils and fatty substances. 

Toxicity: Slightly toxic (LD, 1.5 gm./kg.). 

Present Status: No residue tolerance established for food 
crops. Reduces translocation of carbohydrate in plants (i. ¢., 
potato). Dermatitis from applications is a serious handicap. 


Name: Captan (n-trichloromethylthio tetrahydrophthalimide, 
SR-406) 

Properties: White, crystalline solid in impure form, yellow 
amorphous material in technical grade; practically insoluble in 
water, slightly soluble in many common organic solvents; pun- 
gent odor; unstable with alkalies and strong acids. 

Formulation: Spray and wettable powders; dusting powders 
and ointment. 

Uses: Protectant-eradicant fungicide for fruits, vegetables, and 
flowers; mildew and mold protectant for fabrics, leather, paints, 
plastics, and seeds; medicinal fungicide for ringworm and diaper 
rash. 

Absorption: Poorly absorbed; irritating to skin and respiratory 
tract in concentrated form. 

Toxicity; Practically nontoxic (LD, 9 gm./kg.). 

Present Status: No residue tolerance established on food 
crops. 


Name: Glyodin (2-heptadecyl-2-imidazoline, fruit fungicide 
341, glyoxalidine) 

Properties: Light orange crystalline solid; practically insoluble 
in water, acetone, and toluene, partially soluble in propylene 
glycol and ethylene dichloride, moderately soluble (39%) in 
isopropyl alcohol; slight odor; stable. 

Formulation: Aqueous spray, wettable powders. 

Uses: Protective fungicide for fruits (apples, peaches, pears, 
cherries) and ornamentals (roses, chrysanthemums). 

Absorption: Poorly absorbed except in presence of solvents, 
concentrated forms are irritating and sensitizing to the skin. 

Toxicity; Slightly toxic (LDw, 3.72 gm./kg.); noncumulative. 

Present Status: Comparatively wide margin of safety between 
residue-levels usually present on fruit crops and maximum 
tolerated doses on repeated oral administration. Tolerance of 
5 ppm on fresh fruits and vegetables established as without 
hazard to man. 
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ACCEPTED FOODS 


The following product has been accepted as conforming to 
the rules of the Council. 


James R. Witson, M.D., Secretary. 


Flotill Products, Inc., Stockton, Calif. 
Tillie Lewis Tasti-Diet Brand Special Dietary Whipped Dressing 
—For Low Calory, Low Sugar Diets. 

Ingredients.—Water, cider vinegar, cottonseed oil, salted egg 
yolk, pectin, salt, gum tragacanth, mustard, pepper, monosodium 
glutamate, and soluble saccharin. 

Analysis (submitted by manufacturer).—Total solids 20.1%, 
moisture 79.9%, ash (minerals) 2.5%, fat (ether extract) 12.4%, 
protein (N x 6.25) 1.8%, reducing sugars 0.7%, reducing sugars 
(after inversion) 1.3%, crude fiber 0.0%, pectin 1.5%,’ and 
acidity (as acetic acid) 0.7%. 

Sodium.—975 mg. per 100 gm. 


Calories.—1.27 per gram; 36 per ounce; 19 per tablespoon. 
Use.—In calory-restricted and carbohydrate-restricted diets. 
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PREANESTHETIC MEDICATION 
GUEST EDITORIAL 
Henry K. Beecher, M.D. 


Empirical procedures firmly entrenched in the habits 
of good doctors seem to have a vigor and life, not to say 
immortality of their own. It is difficult to alter them. The 
whole field of analgesics, especially the narcotics, offers 
many ready examples of this, and of these, preanesthetic 
medication will be considered here. Anyone who has 
watched the hair-raising struggles of a poorly guided 
novice with an ether cone can understand how the early 
anesthetists must have welcomed any help they could get 
to subdue their struggling, retching, half-asphyxiated pa- 
tients, There can be little doubt that in those early and 
troubled times the suggestion in 1850 of Lorenzo Bruno ' 
of Turin that morphine be used in preanesthetic medica- 
tion seemed helpful. A couple of decades later the great 
Claude Bernard * gave the practice his approval, and it 
has lasted down to the present. 

It is possible, in the light of recent findings, that the 
custom needs a reappraisal. But first, what are the proper 
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goals, what should be achieved with preanesthetic medj- 
cation? It is fair to say that it has two general purposes; 
(1) to present an acquiescent, well-rested, serene patient 
to the surgeon and (2) to minimize insofar as possible 
the hazards of anesthesia and surgery. As a matter of 
fact the question of aims has been needlessly complica- 
ted. Other confusing goals have been set down; for ex- 
ample, it is stated that one purpose of premedication is 
to lower the metabolic rate, without evidence that this is 
either possible with the doses used or desirable. There 
will be little argument with the two general aims men- 
tioned above. The difference of opinion arises in how to 
achieve them. Traditional medical teaching seems now to 
be responsible for several errors here. In the first place 
the statements of all current textbooks of pharmacology 
that morphine produces euphoria (defined as a mental 
state of well-being) is not correct for typical normal per- 
sons. As shown in a systematic study * of euphoria, mor- 
phine produces this state in only 10% of normal persons, 
It produces dysphoria in 80% of normal subjects. The 
figures are reversed for former drug addicts. This is also 
the case with other narcotics. Possibly the statements in 
the textbooks are based on observation of former drug 
addicts or, maybe, on De Quincey’s Confessions of an 
Opium Eater. De Quincey was an astute observer it is 
true; he was also a drug addict. 

Nausea and vomiting are other common consequences 
of the administration of narcotics to normal persons. 
(Few patients are in pain as they come to surgery.) This 
has been shown in a number of studies * for many nar- 
cotics. In equianalgesic doses about the same frequency 
of nausea and vomiting is produced by the common 
powerful narcotics. A single exception to this is the lower 
incidence of nausea produced by levo-isomethadone.* 

The narcotics produce in normal persons not only a 
very poor mental state in which tension and anxiety are 
prominent but also an often troublesome and occasionally 
serious degree of respiratory depression. Again, with 
equianalgesic doses, the same degree of depression of the 
respiration has been found.*® Every experienced anes- 
thetist knows how this can slow up the induction of in- 
halation anesthesia. With the finding in recent years of 
the serious elevation of carbon dioxide tension in the 
blood and tissues as a consequence of certain operations ‘ 
this depression of the respiration can be seen to be im- 
portant. The recent observations’ that ordinary doses 
of common narcotics produce a depression of the respira- 
tory apparatus that lasts many hours, with great increase 
in carbon dioxide tension,” is important and pertinent 
to this discussion. 

Support for the use of narcotics in preanesthetic medi- 
cation is often claimed on the basis that the quantity of 
anesthetic needed can be reduced by this means. This is 
doubtless true for minor procedures carried out with the 
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patient under nitrous oxide. It may be true for thiopental 
(Pentothal) sodium, although an extensive study * in 
which the “unknowns technique” was used failed to show 
that the narcotic had significant effect; there was, how- 
ever, a qualitative trend in that direction. More important, 
in spite of common statements to the contrary, blood 
levels of ether or cyclopropane needed to carry out stand- 
ard operations were not reduced even slightly by a large 
dose of morphine in preanesthetic medication, as com- 
pared with conditions in which no narcotic was used. 

Notwithstanding all of the above-mentioned factual 
data, experienced anesthetists often maintain that the 
narcotic is important in producing a smooth induction of 
anesthesia. When, preoperatively in 558 patients,* given 
parenterally (unknowns technique) (a) 15 mg. of mor- 
phine sulfate and 0.6 mg. of atropine sulfate or (b) 
0.1 gm. of pentobarbital sodium with 0.6 mg. of atropine 
or (c) merely 0.6 mg. of atropine, all as unknowns, 46% 
of the anesthetists involved thought a narcotic was used 
when it was not. Frank guessing would have done as well. 
Systematic and extensive interrogation of the 558 pa- 
tients and the anesthetists involved in the study men- 
tioned did not reveal that a narcotic lessened the un- 
pleasantness of induction. Discomfort, apprehension, or 
excitement were not less than otherwise when the narcotic 
was used, 

A five year clinical study at the Massachusetts General 
Hospital and an extensive study “ at the Hospital of the 
University of Pennsylvania have made it clear not only 
that narcotics are not necessary in preanesthetic medica- 
tion but that their presence is actually harmful, unless the 
patients are having severe pain as they come to surgery, 
when of course, a narcotic should be used. 

It is important, as mentioned above, to present the pa- 
tient in a calm and acquiescent mood at the time of sur- 
gery. This can be accomplished better by the substitution 
for the narcotic of 0.1 gm. of pentobarbital sodium given 
intramuscularly with the atropine sulfate (0.6 mg.) as 
the final preanesthetic medication. The earlier use of a 
hypnotic to insure a good night’s sleep and the adminis- 
tration of a sedative again early on awaking are usually in- 
dicated. Barbiturates * are far better euphoria-producers 
than are narcotics. This confident, serene attitude on the 
part of the patient is undoubtedly a factor of safety. (In 
patients with severe mitral stenosis pulmonary edema will 
on occasion develop when they become agitated.) Atro- 
pine in preanesthetic medication also promotes safety 
by keeping the airway freer than it would otherwise be of 
obstructing secretions. Atropine has also been shown 
to promote safety by depressing troublesome vagal re- 
flexes, 

In summary, narcotics are necessary in preanesthetic 
medication in the infrequent circumstance in which pa- 
tients are in pain in the period immediately preceding 
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anesthesia. For the typical case the oral use of a hypnotic 
to promote a good night’s sleep before surgery and again 
early on the morning of surgery is desirable. But the final 
preanesthetic medication has been shown best to fulfill 
the goals when it consists of a barbiturate (instead of a 
narcotic) given intramuscularly along with atropine. 


MAGAZINE-TELEVISION REPORT 


With the January | issue of THE JOURNAL, began a 
coiumn “Magazine—Television Report,” which probably 
will be published weekly and in which will be given infor- 
mation about medical articles appearing in the lay press 
and medical programs to be presented through television. 
On many occasions physicians have commented on the 
medical articles in popular magazines and at times have 
questioned the usefulness of some of this information for 
the public; however, the greatest concern has rested in 
the fact that often the public hears about new advances 
before the medical profession is informed. One of the 
reasons is that enterprising reporters sometimes ferret 
out information, perhaps even before much is reported 
in the literature. And occasionally there are instances 
when aggressive persons with an eye to the value of 
news without invitation have made known their work 
or the work at the medical centers with which they are 
associated. 

Many physicians have requested that the American 
Medical Association evaluate all new ideas as they are 
advanced and publish such an evaluation in THE Jour- 
NAL. It is impossible for any group—let alone an in- 
dividual—to assess all that is offered through the lay 
press and other mediums of information. Sometimes the 
work is so new that even the original investigator would 
not wish to state what the therapeutic usefulness might 
be. The various scientific councils of the American Med- 
ical Association are undertaking an expansion of their 
programs that will permit the reporting of what is new 
in diagnosis, therapy, and nutrition. Results of this ex- 
tension of programs will be seen in articles to be published 
in forthcoming issues of THE JOURNAL; however, to sup- 
plement the service and to alert physicians to what their 
patients may be reading, there will be published hence- 
forth weekly, if possible—but at least at periodic inter- 
vals—information on articles in the press and television 
shows in which will be given the title, the author, or 
sponsor and a brief summary of what is contained. Usu- 
ally no attempt will be made to comment on the thera- 
peutic or social significance, as in most instances this will 
be impossible without considerably more study and 
research. 





8. Cohen, E. N., and Beecher, H. K.: Narcotics in Preanesthetic Medi- 
cation: A Controlled Study, report to Council on Pharmacy and Chemistry, 
J. A. M. A. 147: 1664-1668 (Dec. 22) 1951. 
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RELATION BETWEEN VITAMIN B,, AND 
MACROCYTIC ANEMIA 


Studies of the macrocytic anemias and especially per- 
nicious anemia have been handicapped by the absence of 
any experimental animal in which the disease could be 
induced. Castle first showed in 1929 that beef muscle 
contained a heat-stable substance later referred to as 
extrinsic factor that when fed to patients with pernicious 
anemia in relapse produced no response unless normal 
gastric juice was also given. From this and other obser- 
vations he deduced that gastric juice contained a sub- 
stance, which he called intrinsic factor, the exact nature 
of which is still unknown. It was found also that liver 
was a more potent source of antianemic material than 
muscle, and patients were fed large amounts of liver, but 
such a diet, although beneficial, soon became intolerable. 
Concentrated liver extracts were produced that gave ex- 
cellent results but had the disadvantage that repeated 
injections were required.* 

The erythrocyte-maturing factor that is stored in the 
liver is presumably an interactive product between ex- 
trinsic and intrinsic factor. It has been found that large 
amounts of vitamin B,2 given by mouth in the absence 
of intrinsic factor produced poor or at best unpredictable 
results but that as little as 1 or 2 mcg. a day given intra- 
muscularly will maintain a patient in remission.? It is 
believed that patients with pernicious anemia have a 
hereditary gastric deficiency as a result of which they 
produce progressively less and less of the intrinsic factor, 
which allows vitamin B,2 to be absorbed through the 
intestinal wall. Thus the anemia is caused by a deficiency 
not of the vitamin in the diet but of intrinsic factor. Other 
compounds in the liver, such as folic acid, thymidine, and 
5-methyluracil, will cause some blood regeneration. 

In man the stomach is the only site of secretion of in- 
trinsic factor. Since this is so it may be asked why patients 
with total gastrectomy do not get pernicious anemia. 
Halsted and his co-workers * studied this problem and 
concluded that several factors may be responsible. The 
vitamin By,» stored in the liver at the time of operation is 
released very slowly and may last for several years. Since 
most patients on whom total gastrectomy is performed 
have carcinoma very few survive long enough after opera- 
tion for pernicious anemia to develop. In some patients, 





1. Spies, T. D., and others: Antianemic Properties of a Reaction Product 
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2. Bethell, F. H.; Swendseid, M. E.; Miller, S., and Cintron-Rivera, 
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1 or 2 cm. of the cardiac end of the stomach are left be- 
hind and may supply the patient with minute amounts of 
intrinsic factor, and many patients who have had total 


‘gastrectomy are given preparations containing folic acid, 


vitamin B,», and intrinsic factor in varying combinations. 
This medication acts as a prophylactic against pernicious 
anemia. 

Patients with sprue and nutritional macrocytic anemia 
show a much weaker response to vitamin By» given by 
mouth than do those with pernicious anemia even when 
intrinsic factor is given.* Patients with nutritional macro- 
cytic anemia and most patients with uncomplicated sprue 
can be relieved by giving them folic acid. Halsted and his 
co-workers gave vitamin B,2 labeled with cobalt 60 to 
patients with pernicious anemia and to patients who had 
undergone total gastrectomy. When these patients were 
not given intrinsic factor they would excrete in the stools 
all or nearly all the vitamin given by mouth. This may be 
used as a test by which to diagnose pernicious anemia. 

Radioactive vitamin B,2 has been used by other work- 
ers in a variety of ways. Schilling * found that when nor- 
mal human gastric juice combined with radioactive vita- 
min B,2 was given by mouth to patients with pernicious 
anemia the urine became radioactive only if the patient 
was also given a subcutaneous dose of 1,000 mcg. of non- 
radioactive vitamin. This indicates that the radioactive 
vitamin is absorbed through the intestinal wall but that 
if an adequate supply of the vitamin is already present 
in the blood it is excreted. Glass and his co-workers‘ 
gave radioactive vitamin B;2 to normal persons, patients 
with pernicious anemia, and patients with sprue. They 
determined the uptake by the liver of the radioactive sub- 
stance by surface measurements with a scintillation coun- 
ter. In the patients with pernicious anemia or sprue little 
or no hepatic uptake was observed, but when intrinsic fac- 
tor was given with the vitamin an appreciable uptake was 
demonstrable. These observations further confirmed 
those already made. 

Another practical application of the response of pa- 
tients with pernicious anemia in relapse to a combination 
of vitamin B,2 and intrinsic factor given by mouth is 
the bioassay of preparations of intrinsic factor. This pro- 
cedure is currently used in the commercial production of 
potent concentrates for the treatment of pernicious ane- 
mia. Such combinations of potent intrinsic factor and 
vitamin B;2 have been available in capsule or tablet form 
since 1950, as described by Spies and his co-workers.’ 
Further work must still be done to determine the optimal 
dose required and the best method of administration. 

In the past 25 years of using liver extract and desic- 
cated stomach preparations it has been an almost uni- 
versal experience that patients with pernicious anemia 
can be successfully treated. Six years of intensive admin- 
istration of vitamin B,»2 parenterally has shown that this 
vitamin has a most important place in practical thera- 
peutics. The only function yet shown for the intrinsic 
factor is its ability to enable the alimentary tract to absorb 
the vitamin Bypo. 
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TENTH NATIONAL CONFERENCE 
ON RURAL HEALTH 


Schroeder Hotel, Milwaukee 
Feb. 24-26, 1955 
East Room, Fifth Floor 


MEETING OF STATE COMMITTEES HANDLING 
RURAL HEALTH PROGRAMS 


Feb. 24, 1955 
F. S. Crockett, M.D., Presiding 


GREETINGS 
GUNNAR GUNDERSEN, M.D., Member, 
Board of Trusteees, 
American Medical Association, 
La Crosse, Wis. 
PURPOSE OF MEETING 
F. S. Crockett, M.D., Chairman, 
Council on Rural Health, 
American Medical Association, 
Lafayette, Ind. 
PREPARATION FOR COUNTRY PRACTICE 
Moderator: 
Frep A. Humpurey, M.D., Regional Director, 
Council on Rural Health, 
Fort Collins, Colo. 
The Human Factors 
A. P. Peeke, M.D., 
Volga, S. D. 
Preceptorships 
CONRAD Barnes, M.D., 
Seneca, Kan. 
Senior Medical Day Programs 
CHARLES AsHBy, M.D., 
Geneva, Neb. 
Lecture Series on Practice in a Rural Community 
E. K. YaAntTeEs, M.D., 
Wilmington, Ohio 
DISCUSSION 
OPENING GENERAL SESSION 
Thursday Afternoon, Feb. 24, 1955 
CarRLL S. Munpy, M.D., Onto, Presiding 
Vice-Chairman, Council on Rural Health 
OPENING SERVICE 
Community Sing 
Invocation 
Greetings 
Conference Theme—Looking Both Ways 
F. S. Crockett, M.D., Chairman, 
Council on Rural Health 
Farm and Home Safety 
Consultants: 
CONRAD BaRNES, M.D., Kansas 
HELEN BECKER, Extension Worker, Nebraska 
OrpiE HoGsett, Farmer, Missouri 
GEORGE RABEHL, 4-H Club Boy, Minnesota 
Donna GANSKE, 4-H Club Girl, Minneseota 
F. R. Wittsey, Safety Engineer, Indiana 
Discussion Leader: J. P. ScHmipt, Ohio 


ORGANIZATION SECTION 


FRIDAY MorNING SESSION 
Feb. 25, 1955 


CHARLES R. Henry, M.D., ARKANSAS, Presiding 
Family Responsibility for Health 

Consultants: 

B. L. Masters, M.D., Michigan 

Mrs. C. C. INMAN, Homemaker, lowa 

Lester Lane, Farmer, Ohio 

ROBERT Prie.ipp, 4-H Club Boy, Wisconsin 

ELAINE LUKASZEWSKI, 4-H Club Girl, Wisconsin 
Discussion Leader: J. P. ScuMip1 


FrIDAY AFTERNOON SESSION 
WILLARD A. WriGut, M.D., Nortu Daxora, Presiding 


Using Our Present Health and Medical Care Resources 

Public Health: 
ROBERT N. Barr, M.D., M.P.H. 
Deputy Executive Officer 
Minnesota Department of Health, 
Minneapolis 

Auxiliary: 
Mrs. Mason G. LAwson 
Woman's Auxiliary 
Arkansas Medical Society, 
Little Rock 

Physician: 
Wyatt Norvett_, M.D., Chairman, 
Committee on Rural Health, 
Kentucky State Medical Association, 
New Castle 

Organization: 
R. Bruce Tom, Chairman, 
Health Committee, 
Ohio State Grange, 
Columbus 

Training for General Practice: 
J. E. Duppinc, M.D., Chairman, 
Committee on Rural Health 
Indiana State Medical Association, 
Hope 

Extension Service: 
GERTRUDE HUMPHREYS, State Leader, 
Home Demonstration Work, 
Agricultural Extension Service, 
West Virginia University, 
Morgantown 

DISCUSSION PERIOD 


FRIDAY EVENING SESSION 
F. S. Crockett, M.D., INDIANA, Presiding 
DUTCH TREAT DINNER 
MEDICHOIR 
University of Wisconsin Medical School 
Rural Health and World Peace 


Wa ter H. Jupp, M.D., 
Congressman from Minnesota 


SATURDAY MORNING SESSION 
Feb, 26, 1955 
NorMaAN H. Garpner, M.D., CONNECTICUT, Presiding 


From the Mountains to the Prairies 
Mrs. FRANCES MACDONALD, Health Specialist, 
Agricultural Extension Service, 
Montana State College, 
Bozeman 
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Operation—Rescue Squad 
JOSEPH BANACH, Safety Director, 
Ansul Chemical Company, 
Marinette, Wis. 

Weight Control, Nutrition, and Health 
ALFRETTA E. DICKINSON, 
Winnebago County Home Advisor, 
Agricultural Extension Service, 
University of Illinois, 

Rockford 

The Twain Did Meet 
Ep BripGEs, Public Service Director, 
Tennessee State Medical Association, 
Nashville 

Reporters Report 
ERNESTINE GREEN, 

4-H Club, Webster County, 
Bolair, W. Va. 
LARRY ANGEL, 
4-H Club, Webster County, 
Bolair, W. Va. 


DISCUSSION PERIOD 


How Far That Little Candle Throws Its Beams 
Mrs. CHARLES W. SEWELL, Advisory Member, 
Council on Rural Health, 

American Medical Association, 
Otterbein, Ind. 


SATURDAY LUNCHEON SESSION 
F. S. Crockett, M.D., Presiding 
INTRODUCTION OF SPECIAL GUESTS 
GENERAL PRACTITIONER OF THE YEAR 


Kar-L B. Pace, M.D., 
Greenville, N. C. 
GREETINGS—WOMAN’S AUXILIARY 
Mrs. GEORGE TURNER, President, 
Woman's Auxiliary 
American Medical Association, 
El Paso, Texas 
The Green Light 
LEONARD W. Larson, M.D., Member, 
Board of Trustees, 
American Medical Association, 
Bismarck, N. D. 
ADJOURNMENT 


SOUTH DAKOTA STATE MEDICAL ASSOCIATION 


To permit readers of THe JouRNAL to become better ac- 
quainted with the activities of state medical associations, articles 
describing them will appear from time to time in these pages. 
—EpD. 

The Dakota Medical Society was organized in Milbank, Grant 
County, Dakota Territory, at a meeting June 3, 1882, in re- 
sponse to a call issued by Drs. O. S. Pine and H. G. C. Rose, 
both of Milbank. At the meeting in the Grand Central Hotel 
the physicians also appointed delegates to represent Dakota Ter- 
ritory at the meeting of the American Medical Association in 
St. Paul on June 6. Dr. A. Grant of Bath, S. D., was chosen 
temporary chairman, and Dr. W. E. Duncan of Ellendale, N. D., 
temporary secretary. A committee consisting of Drs. Pine and 
Rose and Dr. S. B. McGlumphy, Yankton, drafted a consti- 
tution and bylaws, which were signed at the afternoon session. 
Dr. McGlumphy was elected president; Drs. Pine and Grant, 
vice-presidents; Dr. Rose, secretary; and Dr. Pine, treasurer. At 
a special meeting in Canton in August, a resolution was passed 
asking the committee on state medicine and hygiene to draft 
a bill to be presented to the territorial legislature to regulate 
the practice of medicine and surgery. 

The second annual meeting was held in Sioux Falls, May 16, 
1883, and regular annual meetings were held thereafter. At the 





J.A.M.A., Jan. 15, 1955 


fourth annual meeting at Aberdeen in May, 1885, it was voted 
to incorporate the society and revise the constitution and bylaws, 
In 1886, Drs. F. Andros and H. S. Sevey, both of Mitchell, 
established and published the Dakota Medical Briefs, which be- 


- came the official organ of the society. Scientific papers on vari- 


ous medical subjects were presented at all the annual sessions. 
and clinical cases were often exhibited. 

On Nov. 2, 1889, Dakota Territory was divided into the two 
states of North and South Dakota. At the 10th annual meeting, 
held in Chamberlain in 1891, the society was incorporated under 
the state laws as the South Dakota State Medical Society, 
Twelve years later, at the 22nd annual meeting in Mitchell, a 
committee on reorganization recommended the adoption of a 
constitution and bylaws as advised by the American Medical 
Association, with formation of a house of delegates, a board 
of councilors, and local district medical societies. In that year 
there were nine district medical societies: Aberdeen, Water- 
town, Brookings, Huron, Madison, Mitchell, Sioux Falls, Yank- 
ton, and Black Hills. The state medical law had been enacted 
the preceding year. At the annual meeting in 1906, Dr. W. A. 
Jones of Minneapolis, editor of the Northwestern Lancet, 
official organ of the Minnesota State Medical Association, asked 
both the North and South Dakota state medical associations 





Headquarters of the South Dakota State Medical Association are located 
in the First National Bank Building in Sioux Falls. 


to name his publication, later known as the Journal-Lancet, 
also as the official journal of their associations, a measure that 
was adopted the following year. 

In 1931 the 50th anniversary of organized medicine in Dakota 
Territory was celebrated by a joint session of the South Dakota 
State Medical Association and the North Dakota State Medi- 
cal Association in Aberdeen, S. D., under the presidencies of 
Dr. P. D. Peabody, Webster, S. D., and Dr. Andrew Carr Sr. 
Minot, N. D. In 1932 the South Dakota State Medical Asso- 
ciation was unsuccessful in attempting to have a basic science 
bill passed by the state legislature. In 1935, however, an allied 
council was organized to represent the state medical association, 
pharmacists, dentists, nurses, hospitals, and veterinarians. In 
1936 a joint meeting of all these allied groups was held in Sioux 
Falls, and in 1939 perseverance and cooperation were rewarded 
when the Basic Science Act became a law. 

In 1946 an executive secretary, Mr. John C. Foster, was en- 
gaged and an executive office was set up in Sioux Falls. That 
year saw the inauguration of the Home Town Care of Veterans, 
and the following year the publication of a monthly bulletin 
for the members of the association was begun, although the 
Journal-Lancet was still its official publication and remained s0 
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until 1948, when the association severed its connection with 
that periodical and began publishing the South Dakota Journal 
of Medicine and Pharmacy as its official medical journal. In 
1948, too, the Medical School Endowment Fund for the Uni- 
versity of South Dakota Medical School at Vermillion was set 
up. The following year the constitution and bylaws were com- 
pletely revised by a committee consisting of Drs. R. G. Mayer, 
Aberdeen; C. E. Robbins, Pierre; and H. Russell Brown, Water- 
town. The first annual meeting of the officers of the component 
district medical societies and the council was held in 1949; such 
a meeting has been held annually ever since. The association, 
which currently has 430 members and 11 district societies, 
maintains headquarters on the third floor of the First National 
Bank Building in Sioux Falls. Currently serving as officers are 
Dr. Arthur W. Spiry, Mobridge, president; Dr. Floyd D. Gillis, 
Mitchell, president-elect; Dr. Alonzo P. Peeke, Volga, vice-presi- 
dent; and Dr. G. I. W. Cottam, Sioux Falls, secretary-treasurer. 
Mr. John C. Foster is executive secretary. Plans are now under- 
way for a joint meeting of the North and South Dakota state 
medical associations in Aberdeen during the first week in June, 
1956, to celebrate the 75th anniversary of the formation of 
organized medicine in the Dakotas. The 1955 convention will 
be held at Mitchell in May. 


THE EIGHTH GENERAL ASSEMBLY OF 
THE WORLD MEDICAL ASSOCIATION 


Following is an abstract of the Proceedings of the World 
Medical Association. 


The eighth general assembly of the World Medical Association 
was held at the Palace of Congresses at Exposition Universelle 
Romaine in Rome, Italy, Sept. 26 to Oct. 2, 1954. Delegates 
and alternate delegates from 34 national medical associations, 
representatives of 21 other international organizations and of 12 
national organizations, and 126 members of the United States 
Committee, Inc., of the World Medical Association were present. 


Words of Welcome 


The assembly was convened by Prof. Dr. L. A. Hulst of the 
Netherlands. In his address of welcome Prof. Hulst pointed out 
that doctors should meet and discuss their problems and thus 
it was not mere chance that resulted in the organization of the 
World Medical Association. He claimed the delegates can rightly 
be proud of the accomplishment of the association in the past 
seven years but asked the delegates to consider the direction 
that the World Medical Association should take and how and 
with whom it could achieve its objectives. He reminded the 
assembly that good develops slowly in contrast to evil, which 
develops with great speed, and the conscience of the doctor 
should be therefore his master, because the moral and spiritual 
standards of the doctor are higher than those of the average 
person. To apply these principles to the practice of medicine 
requires cooperation with others. 

Greetings were extended by His Honor, Prof. Salvatore 
Rebecchini, Mayor of Rome. Hon. Dr. Prof. Raffaele Chiaro- 
lanza, president of the Italian Federation of Physicians and 
Surgeons, read messages from the President of the Italian Re- 
public, the Italian Prime Minister, and the Minister of Foreign 
Affairs. Senator Tessitori, Minister of Health and Hygiene of 
the Italian Republic, welcomed the delegates to Italy. He spoke 
about the need to unify medical education and provide a univer- 
sal recognition of doctors. He pointed out that close human 
relationship between the doctor and patient must be preserved 
and that the doctor must never become a mere instrument of 
bureaucracy. Prof. Dr. Antonino Spinelli, Italy, was elected 
president for 1954-1955. 


Amendments to Articles and Bylaws 

Bylaw 19 paragraph ii of the constitution and bylaws, which 
provides the authorization of other delegations to represent a 
member association unable to attend was adopted for the dura- 
tion of the session. Article 15 and bylaw 29 were amended to 
increase the number of elected council members from 10 to 11 
and to provide for regional representation of the four major 
areas of the world on the council. Bylaw 7 was amended to 
limit voting privilege at the general assembly to those member 
associations that have paid their subscriptions prior to the con- 
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vening of the general assembly for that year. This amendment 
becomes effective prior to the convening of the ninth general 
assembly. 


Applications for Membership 


On the recommendation of the Council membership was 
granted to the following associations: 
Argentina Medical Confederation 
(Confederacion Medica de la Republica Argentina) 
Burma Medical Association 
Nationalist China Medical Association of Formosa 
Sudan Medical Association 
The Argentina Medical Confederation had notified the secre 
tary general that if it were elected to membership in the associ 
ation it wished to be represented through the Cuban medical 
association. Dr. J. A. Bustamante was designated by the Cuban 
association to act as delegate for the Argentina confederation. 
Dr. H. H. V. Lodhia, general secretary of the Burma Medical 
Association, acted as its delegate. The delegate for the National 
ist China Medical Association of Formosa was Prof. Dr. Wu 
Ching, president of that association. 
Financial Report 
An executive session of the assembly was held to discuss the 
annual financial reports. The delegates received the {financial 
Statement of Dec. 31, 1953; the comparison of the closing ac- 
counts for 1953 with the tentative budget for 1953; the report 
of the auditor on the financial statement as of Dec. 31, 1953; 
and the tentative budget for 1955. The annual financial s:ate 
ment of the United States Committee, Inc., of the World Medical 
Association was received with sincere appreciation to the United 
States Supporting Committee and the American Medical Asso- 
ciation for their continued financial support and vital interest in 
the association. 


Report of the Council 


Dr. Dag Knutson, Sweden, chairman of council, presented 
the annual report of the council to the general assembly. 

Vacancy.—A vacancy was created on the council by the 
resignation of Dr. J. A. Pridham, Great Britain, which in the 
interim was filled by the council appointment of Sir Lionel 
Whitby (U. K.). The assembly confirmed the council's action by 
appointing Sir Lionel Whitby to fill the unexpired term of Dr. 
Pridham. 

Supply of Doctors.—The council had studied the problem of 
surplus and shortages of doctors and recommended that the 
problem of equalization be solved at the national level either 
through national control or by individual agreements between 
two or more member countries. This recommendation was 
endorsed by the general assembly. 

World Health Organization —The council had adopted and 
sent to the World Health Organization the following resolution, 
which was endorsed by the delegates of the eighth general 
assembly: 

WHEREAS, it is in the public interest that the closest possible cooperation 
Should exist between the World Medical Association and the Worid Health 
Organization, and 

Wuereas, United Nations Associations and World Health Organization 
Supporting Committees have suggested to the World Medical Association 


that it encourage the establishment of supporting committees in the respec- 
tive member countries, and 


WHEREAS, the national member associations are important factors in 
carrying out these objectives of close cooperation between the two organi- 
zations, 


Be it Resolved, that the council of the World Medical Association 
respectfully suggests to the World Health Organization that the desired 
cooperation might best be encouraged .by the World Health Organization 
proposing to each member government that there be included among its 
delegates to the general assembly of the World Health Organization a 
representative of the organized medical profession of the country. 


Dr. P. M. Kaul, observer from the World Health Organization, 
informed the assembly that the council resolution had been 
received too late to be included on the agenda of the seventh 
health assembly. However, it had been studied by Dr. Candau, 
director general of W. H. O., and would be submitted to the 
W. H. O. executive board at its meeting in January, 1955. He then 
reviewed the progress of W. H. O.’s study on the subject of 
international medical law and noted that an analysis of the 
material received indicates that the other organizations interested 
in this subject would welcome the cooperation of the World 
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Medical Association in dealing with this subject. He concluded 
his remarks by saying that the director general of W. H. O. 
attaches great importance to the W. M. A. project on occupa- 
tional health services, as this is a field in which W. M. A. can 
help W. H. O. fulfill, in collaboration with International Labour 
Organization, its constitutional responsibilities to act as a co- 
ordinator in international health work. 

Occupational Health.—Dr. A. Annoni, observer from I. L. O., 
informed the delegates that his organization had been interested 
in occupational health services for 30 years. It plans to establish 
an expert committee to discuss the organization of occupational 
health services, prevention of toxins, and additions to the ency- 
clopedia of occupational health services and medicine. 

The council recommended and the general assembly elected 
the following persons to membership on the international com- 
mittee on occupational health services: 


Canada—Dr. Grant Cunningham 

France—Dr. Mazel (Dr. Desoille and Dr. Fontayne as alternates) 
Spain—Dr. L. Garcia-Tornel 

Sweden—Dr. Forsman (Dr. Ahlmark, alternate) 

United Kingdom—Dr. Donald Hunter 

U.S. A.—Dr. Carl Peterson 


Reports of Secretaries 


Australasia.—In the absence of Dr. J. G. Hunter of Australia, 
secretary for Australasia, Dr. L. R. Mallen, Australia, presented 
Dr. Hunter's report. He informed the delegates that the Menzies 
government, which was returned to power at the May, 1954, 
election, has now made effective all sections of the national 
health act and that the profession is satisfied with it. Due to the 
rapid growth of voluntary insurance and to the difficulty in ob- 
taining adequate trained staff, there has been temporary delay 
in the payment of benefits by the insurance organizations, with 
resultant complaints from contributors. 

In entering into the agreement with the commonwealth 
government for the treatment of pensioners at concessional rates, 
about 60% of private fees, the Australian federal council of 
the British Medical Association made it clear that liberalization 
of the means test for pensioners would necessitate a revision of 
the agreement. As it is the intention of the government to 
liberalize the means test at an early date, negotiations are now 
proceeding between the government and the Australian federal 
council of the British Medical Association in regard to a new 
agreement. At present 600,000 persons from a total population 
of 9 million participate in the health service act. These, partici- 
pants must pay for any drug that is not listed on the approved 
list, which includes life-saving and disease-preventing drugs and 
any prescription for a drug or combination of drugs listed in the 
British Pharmacopeia. 

Europe.—Dr. Paul Cibrie, France, secretary for Europe, re- 
ported that during the past year he had carried on a survey in 
the European area on certain aspects of social security. These 
aspects included aid to indigents, salaried doctors, professional 
jurisdiction, medical demography, and the family doctor, Not 
all of the member associations had answered at the time of the 
report, but of those that did there seemed to be evidence of 
constant alertness to and discussions among the medical pro- 
fession as to its role in social security. A certain number of 
the associations are opposed to the extension of social security 
to the entire population. The associations agreed that for medical 
aid to the indigent it is traditional for the medical profession to 
extend its care to those who are unable to pay for it. On the 
subject of salaried doctors the medical associations were unani- 
mous in opposing salaried employment on the basis that it is 
contrary to medical freedom. 

The member associations in Europe believe that an accurate 
evaluation of the family doctor must be made. They also believe 
medical demography is a national problem, and as such must 
be dealt with on a national basis, and the best method of limiting 
the number of doctors in a country is to limit the number of 
medical students through competitive entrance examinations. 

Latin America.—Dr. J. A. Bustamante of Cuba, secretary for 
Latin America, reported that the activities of the Pan American 
Medical Confederation have increased markedly during the past 
year. In September the first issue of the journal of the con- 
federation was published. The content of the journal combines 
original scientific articles and surveys, organizational reports, and 
other information of interest to Latin American doctors. 





J.A.M.A., Jan. 15, 1955 


The fourth assembly of the Pan American Medical Con- 
federation will be held in conjunction with the fifth Pan Ameri- 
can Congress in March, 1955, at Bogota, Colombia. Dr. de] 
Carmen Acosta, president of the Colombia Medical Con- 


-federation, is president of the organizing committee. 


It is anticipated that the medical associations of several 
countries in Latin America will present their applications for 
membership in the World Medical Association in the near future. 

Dr. C. Costa, delegate from Chile, told the assembly that in 
his country the profession is completely controlled by the govern- 
ment and the members are simply civil service employees of the 
state. The national health service that exists in Chile has amal- 
gamated all welfare organizations and social security councils. 


Report of Executive Editor 


The executive editor of the World Medical Journal and chair- 
man of the editorial board presented the two reports together. 
It was pointed out that the World Medical Journal is not a 
journal of one man or a small group. Its purpose is to serve the 
World Medical Association. Therefore to be effective it must 
receive news from persons who can report on the latest medical 
activities in their areas of the world. Success can only come 
when there are contributions from many sources. National asso- 
ciations have been invited to name an official correspondent for 
the journal. A number have already designated a representative, 
and the delegates are urged to encourage their association to 
designate correspondents. 


International Medical Law 


As chairman of the medical ethics committee, Dr. Paul Cibrie 
discussed international medical law, which he defined as “the 
principles that apply in peace and war.” He noted that the 
association has these principles set down in the international 
code of ethics, which is a modernization of the immortal Hip- 
pocratic Oath. International medical law is a problem for the 
medical profession to investigate and solve. The practice of 
medicine is not different in times of war than in times of peace, 
as the doctor is always an instrument of healing and never one 
of destruction. Dr. Cibrie quoted from a speech delivered by 
His Holiness Pope Pius XII to the international committee on 
military medicine and pharmacy, in which the pope stated that 
an international code of medical ethics must be the basis of an 
international medical law. This has been achieved by the World 
Medical Association, and the lawyers, jurists, and various or- 
ganizations interested in this subject should be so informed. 


Human Experimentation 

The committee on medical ethics had formulated five guiding 
principles to be observed when experimentation is carried out 
on human beings. The principles as recommended by the com- 
mittee were discussed individually and amendments suggested. 
The principles as adopted by the eighth general assembly are 
as follows: 

Scientific and Moral Aspects of Experimentation.—The word 
experimentation applies not only to experimentation itself but 
also to the experimentor. An individual cannot and should not 
attempt any kind of experimentation. Scientific qualities are in- 
disputable and must always be respected. Likewise, there must 
be strict adherence to the general rules of respect of the 
individual. 

Prudence and Discretion in the Publication of the First Results 
of Experimentation.—This principle applies primarily to the 
medical press and we are proud to note that in the majority of 
cases this rule has been adhered to by the editors of our journals. 
Then there is the general press, which does not in every instance 
have the same rules of prudence and discretion as the medical 
press. The World Medical Association draws attention to the 
detrimental effects of premature or unjustified statements. In 
the interest of the public, each national association should con- 
sider methods of avoiding this danger. 

Experimentation on Healthy Subjects —Every step must be 
taken in order to make sure that those who submit themselves to 
experimentation be fully informed. The paramount factor 10 
experimentation on human beings is the responsibility of the 
research worker and not the willingness of the person submitting 
to the experiment. 
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Experimentation on Sick Subjects.—Here it may be that in 
the presence of individual and desperate cases one may attempt 
an operation or a treatment of a rather daring nature. Such 
exceptions will be rare and require the approval either of the 
person or his next of kin. In such a situation it is the doctor's 
conscience Which will make the decision. 

Necessity of Informing the Person Who Submits to Experi- 
mentation of the Nature of the Experimentation, the Reasons 
vor the Experiment, and the Risks Involved.—It should be 
required that each person who submits to experimentation be 
informed of the nature of, the reason for, and the risk of the 
proposed experiment. If the patient is irresponsible, consent 
should be obtained from the indiwdual who is legally responsible 
for the person. In both instances, consent should be obtained 
in writing. 


|, 8. S. A. Resolution on Medical Secrecy 


The committee on medical ethics had considered the resolution 
on medical secrecy as adopted by the International Social 
Security Association at its 11th general meeting. The last two 
paragraphs of this resolution are as follows: 

That the communication by a doctor to, officials, duly designated by a 
social security institution to receive it, of such information as the institution 
needs for the proper fulfillment of its task should in no case be considered 
as a violation of medical secrecy; 

That social security institutions should take the steps necessary to safe- 
guard the secret nature of such information, and should ensure that their 
medical and administrative personnel are bound by the rules of pro- 
fessional secrecy. 


The committee recommended that the general assembly 
strongly disapprove this I. S. S. A. resolution and the delegates 
adopted the following statement: 


Professional secrecy by its very nature must be absolute. 

It must be observed in all cases (“ergo omnes’’), 

A secret which is shared is no longer a secret. 

Exceptions to the rule of professional secrecy can be made only in special 
cases such as reporting the incidence of epidemic or communicable diseases 

The World Medical Association is of the opinion that the I.S.S.A. resolu- 
tion concerning medical secrecy constitutes a violation of medical secrecy 
and therefore can not be endorsed by the doctors of the world, 

In some cases a doctor is permitted, in the interest of his patient, to 
provide orally certain diagnostic information to the controlling doctor of 
an insurance fund, with the distinct understanding that this information 
shall under no circumstances be communicated to the administrative per- 
sonnel of the insurance fund, but used only for the purpose of permitting 
the controlling doctor to draw conclusions as to the status of the patient. 
The World Medical Association is of the opinion that disclosure of a 
diagnosis under any other circumstances constitutes a violation of the 
fundamental principle of ‘medical secrecy. 


The delegates at the eighth general assembly, in Rome, Italy, 
Sept. 26 to Oct. 2, 1954, strongly disapproved the I. S. S. A. 
resolution concerning medical secrecy on the grounds that it 
condones and encourages violation of the fundamental principle 
of medical secrecy. 


Medical Education Committee 

[he medical education committee through its chairman, Sir 
Lionel Whitby (U. K.), announced that the Proceedings of the 
First World Conference on Medical Education held in London, 
England, in 1953 were now available and recommended that 
member associations set up study committees including strong 
representation from medical faculties to report to the council 
upon the Proceedings. 


The committee further recommended that the second world 
conference on medical education be held in the United States 
of America in 1959, that the theme be “The Training of a 
Doctor,” and that topics suggested for the consideration of the 
Organizing committee include research as a means of post- 
graduate education, travel as a means of postgraduate education, 
selection and training of medical teachers, postgraduate training 
for special medical careers, postgraduate training for general 
Practitioners, the general practitioner in public health, and 
careers in medicine. 

The recommendations of the committee on medical education 
Were adopted by the general assembly with a vote of appreciation 
'0 Sir Lionel Whitby and Dr. Hugh Clegg and their British 
colleagues for the excellence of their accomplishment in the 
Publication of the Proceedings of the First World Conference on 
Medical Education. 
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Planning and Finance Committee 


The financial considerations of the planning and finance 
committee were discussed in executive session. Dr. Austin Smith, 
president of the United States Supporting Committee, reviewed 
the financial assistance that had been pledged and provided to 
the association during the past seven years and suggested that it 
was now time for the member associations to assume an in- 
creasingly larger share of the financial obligations. The United 
States Committee would of course continue its interest and en- 
deavor to support financially certain aspects of the activities of 
the World Medical Association. 


The planning and finance committee through its chairman, 
Dr. Otto Leuch of Switzerland, and on the recommendation of 
council proposed the following steps to meet the current emer 
gency: 

1. That the official dues for 1955 remain as already voted at 40 Swiss 
centimes per member; 


2. That unless funds can be made available within the next few months, 
the spring and fall council sessions be abandoned in favor of a small 
executive committee, which would be most unfortunate for the association; 


3. That all member associations be asked to increase their contributions 
to the extent of one Swiss franc or more per member and the delegates 
urge their associations to make further funds available to the World Medical 
Association in any way they desire as rapidly as possible, in order to meet 
the present emergency; and 

4. That the only other way the spring council session could be held 
other than with funds contributed, would be for those member associations 
who have council or committee members from their association to pay 
the expenses of these members. This would be a temporary solution and 
an unfair one, in that a council or committee member does not represent 
his own association but the whole World Medical Associat on. Furthermore, 
such a solution would prevent the smaller associations ever having a 
member on the council. 

It was also recommended that in the near future the dues must 
be raised to one Swiss franc per member of a member associ- 
ation. Delegates from seven different member associations spoke 
on the point of raising the subscription to one Swiss franc per 
member of a member association immediately or in the immedi- 
ate future. Several informed the assembly that their associations 
had already decided to take this action. The others said they 
would have the subject placed on the agenda of their council 
or governing board for immediate consideration. All of these 
speakers noted that it is the duty of the member associations to 
assume the financial obligations of the organization as quickly 
as possible, thus relieving one member association of a dis- 
proportionate share. 

The general assembly approved the financial recommendations 
of the planning and finance committee and tendered a vote of 
appreciation to the United States Committee of the World 
Medical Association. 

The planning and finance committee recommended and the 
assembly approved strengthening the interest of individual 
doctors in the association through visits of the secretary general 
and members of council to member associations in order to 
promote the interest of the member associations and to organize 
individual doctor participation in those activities through sup- 
porting committees and organizing expert panels for W. M. A. 
both on the national and international level. Member associa- 
tions should inform their members that since the national associ- 
ation holds membership in the World Medical Association, each 
member of the national association is indirectly a member of 
W. M. A. Supporting committees have been established in Aus- 
tralia, Canada, Sweden, and the U. S. Great Britain, Italy, the 
Philippines, and Switzerland are now organizing committees 


Miscellaneous Business Committee 

Dr. Otto Rasmussen, chairman of the miscellaneous business 
committee, presented a progress report on the studies the com- 
mittee is making on traffic accidents and professional relations 
with the daily press. A full report on the traffic study will be 
made to the assembly as soon as sufficient material is available. 
Apparently there is general agreement that the most satisfactory 
solution to the problem is the establishment of a gentlemen's 
agreement between the medical profession and the press. 


Liaison Committee and Officers 

The international liaison committee reporting through its 
chairman, Dr. Jean Maystre of Switzerland, had investigated 
the feasibility of having the International Red Cross committee 
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extend the protection of the Red Cross to include civil defense 
units. However, as this would require a new convention of the 
Geneva Conference, the International Red Cross was of the 
opinion that it could not be undertaken. It was suggested that 
the medical profession might adopt a special emblem and have 
it recognized on the international level for this purpose. 


Dr. Maystre also presented brief informative reports of phases 
of the activities of W. H. O., I. S. S. A., and I. L. O. of interest 
to the medical profession. L. S. S. A. and I. L. O. reports dealt 
with the activities of those organizations in rehabilitation of the 
disabled. 

A report from Dr. V. A. Fenger, liaison officer to the Inter- 
national Federation of Medical Students Association, was re- 
ceived and its recommendation that the national member associ- 
ations assist and encourage the medical student organization in 
their countries was endorsed. 

Official observer reports were received from: 


Dr. A. F. W. Peart (Canada) 
Conference on Social Work 
Dr. L. A. Hulst (Netherlands) 
50th Anniversary of the Swedish Medical Association 
Dr. Odd Bijercke (Norway) 
League of Red Cross Societies, 6th Session 
Dr. Otto Rasmussen (Denmark) 
57th Annual Meeting, Western German Medical Association 
Dr. F. Wibaut (Netherlands) 
Dental Federation 


Social Security Committee—The social security committee, 
reporting through its chairman, Dr. Dag Knutson of Sweden, 
presented the following council-approved recommendations: 


That prior to each assembly a special theme of particular interest ir. 
social security be selected and discussion in the assembly concentrated on 
this subject; 

That the association investigate the alleged misuse of prescriptions and 
medicaments as presented in the I. S. S. A. resolution concerning medica- 
ments; 

That the association should undertake a survey of the various system 
of remuneration of doctors, taking into consideration such factors as 
educational costs, age of attaining full earning capacity, family responsi- 
bility, self-retirement plan, general level of taxation, and ratio of doctors 
to population of country; 

That the association attempt a survey and analysis of the costs of social 
security, with special reference to the items of interest to the medical 
profession; 

That the association investigate the trend to evaluate the work of doctors 
“within the insurance”’ and if possible formulate recommendations; 

That the association continue its investigatiom and eventually formulate 
recommendatons for providing medical care to the poor without detrimental 
effects on the standards of medical care; 

That the association authorize the establishment of a social security 
research center in Stockholm, Sweden, in cooperation with the Swedish 
Medical Association and its supporting committee; 

That the council be directed to press for the early appointment by 
I. S. S. A. of official representatives to meet jointly with duly appointed 
W. M. A. representatives for the purpose of clarifying the meaning of the 
I. S. S. A. Fifteen Conclusions on the relationship between social security 
institutions and the medical profession. 

The Fifteen I. S. S. A. Conclusions on relationships between 
social security organizations and the medical profession were 
not discussed by the assembly, as I. S. S. A. had not furnished 
adequate clarifications for discussion. The two year negotiations 
in an effort to establish a joint committee to carry on the dis- 
cussion of problems of mutual interest to the two groups were 
reviewed, and the assembly agreed that if after the I. S. S. A. 
executive committee meeting in November a date for joint dis- 
cussions was not set by I. S. S. A., the World Medical Association 
should publish a statement on the Fifteen Conclusions of I. S. 
S. A. based on its own interpretation of them and inform the 
public of I. S. S. A.’s unwillingness to cooperate with the medical 
profession. 

Dr. P. Cibrie of France introduced the following resolution, 
which was adopted by the assembly: 

The eighth general assembly of the World Medical Association: Reaffirms 
its endorsements of the Twelve Principles governing medical care whenever 
it is provided as a part of social security, which were adopted by the World 
Medical Association in 1948. 

Insists that in any form of medical care under social security the patient 
must have free choice of physician. 


Reaffirms that the right of the insured to choose between the various 
systems of assistance, either direct or indirect, must be recognized. 
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Reaffirms that the doctor in amy system of medical care must have ful! 
freedom in treating the patient. 


The World Medical Association urges all the doctors of the world to insist 
on these essential principles in their participation in medical care systems. 


The World Medical Association calls the attention of the doctor to the 
fact that it is the right of the doctor to employ any collective administrative 
method deemed necessary in resolving abnormal situations in order to 
protect the moral and material interests of the patient, the doctor, and the 
medical profession. 

The World Medical Association, however, insists that, in any action 
taken, the welfare of the patient must always be considered as it is contrary 
to the code of medical ethics and the honor of the medical profession for 
the doctor to refuse to assist a patient even temporarily, 


Medical Journalists Meeting 

Prof. T. Oliaro (Italy), editor of Minerva medica, presided 
over the fifth annual meeting of medical journalists. Dr. Hugh 
Clegg (U. K.), editor of the British Medical Journal, acted as 
secretary. The luncheon for the medical editors was sponsored 
by Mr. Milton Lasdon of the Nepera Chemical Company, 
Yonkers, N. Y. The following papers were heard and discussed: 


Editorial Responsibility in Relation to Human Experimentation 
Prof. Dr. G. C. Heringa, Chief Editor, Medisch Contact 
Dr. W. A. R. Thomson, Editor, The Practitioner 


Medical Abstracts 
Dr. Austin Smith, Editor, THE JouRNAL of the American Medical 
Association 
Dr. G. A. Angela, Editor, Minerva medica 
Medical Documentation 
Dr. Hugh Clegg, Editor, British Medical Journal 
Prof. T. Oliaro, Editor, Minerva medica 


Scientific Session 


The following scientific papers were presented at the eighth 
general assembly: 
Medical Arts and Sciences 
Sen. Dr. Alberti 
Antibiotics and Immunity 
Prof. Cesare Frugoni, Former Director of the Department of Clinical 
Medicine, University of Rome 
The Application of Roentgencinematography in the Study of Certain 
Diseases 
Prof. Pietro Va!doni, Director of the Department of Surgical Pathology, 
University of Rome 
Actual Status of the Treatment of Leukemia 
Prof. Giovanni di Guglielmo, Director of the Department of Clinical 
Medicine, University of Rome 
Medical Education in Chile (a film) 
Dr. Claudio Costa, Delegate of Colegio Medico de Chile. 


Future Meetings 

The general assembly reaffirmed the selection of Vienna, 
Austria, as the venue of the ninth general assembly, Sept. 20 to 
26, 1955. It approved the planning and finance committee recom- 
mendations that the 10th general assembly be held in Latin 
America in 1956; the 11th in Turkey, 1957; the 12th im Denmark, 
1958; and the 13th in Canada, 1959. 


President-Elect, 1954-1955 
Dr. Karl Niederberger of Austria was unanimously elected 
president-elect for the year 1954-1955. 


Elections to Council 
The following persons were elected to council for the ensuing 

three years: 

Dr. J. A. Bustamante (Cuba) 

Dr. P. Glorieux (Belgium) 

Dr. E. S. Hamilton (U.S. A.) 

Dr. L. R. Mallen (Australia) 
Votes of Thanks 

A unanimous vote of appreciation was accorded to His 

Holiness Pope Pius XII for receiving the delegates at a special 
audience, the Italian Federation of Registered Physicians and 
Surgeons for its unparalleled hospitality, the organizing com- 
mittee and conference bureau for their efficiency, the ladies 
committee for the charming social functions, the medical assoc 
ation of Rome for its interest and cooperation, the mayors of 
Rome and Naples for their reception, the Nepera Chemical 
Company for sponsoring the luncheon for medical editors, and 
Prof. Dr. A. Spinelli for his impartial presiding at the sessions 
of the general assembly and his personal interest and efforts 09 
behalf of the World Medical Association. 
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CALIFORNIA 

Lecture on Hematology.—The Council of American Bio- 
analysts (Western Region) and the California Association of 
Clinical Laboratories will hold the inaugural meeting of the 
Margaret Beattie lectures Jan. 29 at the St. Francis Hotel, San 
Francisco. Dinner will be followed by a meeting at 8:30 p. m. at 
which Dr. Maxwell M. Wintrobe, head, department of internal 
medicine, University of Utah School of Medicine, Salt Lake 
City, will present “Recent Advances in Hematology.” Reserva- 
tions may be made through Mr. Robert Pfeifer, Reservations 
Chairman, 908 Phelan Bldg., San Franciszo. The cost, $5.75, 
includes registration, dinner, tax, and gratuity. 


Society News.—Newly elected officers of the Metropolitan 
Dermatological Society of Los Angeles include Dr. Irving A. 
Lewe, Montebello, president; Dr. Harold Price, North Holly- 
wood, vice-president; and Dr. Edward L. Murphy, Burbank, 
secretary-treasurer. The Southern California Psychiatric 
Society held its second annual meeting, Nov. 6, 1954, in Los 
Angeles. Dr. C. H. Hardin Branch, professor and head of the 
psychiatry department, University of Utah School of Medicine, 
Salt Lake City, presented “Our Values System in Psychotherapy,” 
and Dr. Norman Reider, chief of the psychiatry department, 
Mount Zion Hospital, San Franciszo, had as his topic “Demon- 
ology in Modern Psychiatry.” The afternoon meeting was fol- 
lowed by a cocktail party and dinner dance. Officers for 1955 
include: president, Dr. Leo Rangell, Beverly Hills; president- 
elect, Dr. George Tarjan, Spadra; secretary, Dr. Eugene 
Pumpian-Mindlin, Los Angeles; and treasurer, Dr. Jack A. 
Vatz, Beverly Hills. 





CONNECTICUT 


Course on Economics of Medical Practice.—A course on eco- 
nomics of medical practice is being presented by the Connecti- 
cut State Medical Society and the department of public health, 
Yale University School of Medicine, New Haven, on Thursdays 
at 4 p. m. and is open to medical students, graduate students 
in public health, law students, and physicians. On Jan. 6 “Enter- 
ing Practice” was discussed by Dr. Thomas P. Murdock, Meri- 
den, member of the Board of Trustees, American Medical Asso- 
ciation. “Starting Practice’ was the topic of Dr. Creighton 
Barker, New Haven, executive secretary, Connecticut State 
Medical Society, Jan. 13. On Jan. 20 Dr. Alfred J. Sette, Stam- 
ford, will talk on physician-patient relationships. “Third Party 
Relationships” will be discussed by Dr. William H. Horton, 
New Haven, executive director, Connecticut Medical Service, 
Jan. 27, and by Dr. Charles G. Hayden, Boston, executive di- 
rector, Massachusetts Medical Service, Feb. 3, in the Farnam 
Auditorium, where the remaining presentations will be made 
as follows: 

Feb. 10, Types of Medical Practice, Robert H. Jordan, New Haven. 

Feb. 17, Types of Medical Practice, Harry C. Knight, Middletown. 

Feb. 24, The Physician in Court, George Dession, LL.B., New Haven, 

March 3, Income of Physicians, Mr. William A. Richardson, Darien. 


DISTRICT OF COLUMBIA 


Gorgas Medal to Dr. Coatney—G. Robert Coatney, Ph.D., of 
the U. §. Public Health Service has been awarded the 1954 
Gorgas medal by the Association of Military Surgeons for his 
contributions to the chemotherapy of malaria. The award, 
established by Wyeth Laboratories of Philadelphia in honor of 
Surgeon General William Crawford Gorgas, consists of a silver 
medallion, a parchment scroll, and $500. Dr. Daniel L. Shaw, 
associate medical director of the company, made the presentation 
in behalf of the association. Dr. Coatney is chief of the chemo- 
therapy section of the Laboratory of Tropical Diseases, National 
Institutes of Health, Bethesda, Md. 





Physicians are imvited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 
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medical 
director of the Georgetown University Health Service, has been 
elected president of the District of Columbia College Health 
Association——-At the 1954 award luncheon, Oct. 28, 1954, 


Personal.—Dr. A. Earl Vivino, Washington, D. ¢ 


the Cosmopolitan Club of Washington, D. C., bestowed its 
Distinguished Service medal on Dr. Charles A. Hufnagel, di- 
rector of the experimental surgery laboratory at the Georgetown 
University Medical Center, in recognition of his work in cardiac 
surgery. Dr. Hufnagel is said to have performed the first insertion 
of a plastic valve in a human heart and was the first surgeon to 
substitute animal arteries for diseased human arteries in living 
persons. Dr. Edgar P. Copeland, who resigned recently as 
chief of the medical staff of Children’s Hospital, Washington, 
D. C., was honored by more than 300 colleagues and friends at 
a reception at the hospital, an occasion that also marked the 
golden wedding anniversary of Dr. and Mrs. Copeland. An 
inscribed gold clock was presented to them. Dr. Copeland is 
continuing his private practice. 





FLORIDA 

Seminar on Plastic Surgery.—A seminar on plastic surgery of 
the head and neck will be given by the American Otorhinologic 
Society for Plastic Surgery at the Sans Souci Hotel, Miami 
Beach, Jan. 24 to 28. 


Professor of Obstetrics-Gynecology Appointed.—Dr. John D. 
Milton, president-elect of the Florida Medical Association, was 
recently appointed professor and chairman, pro tem, of the 
department of obstetrics and gynecology at the University of 
Miami School of Medicine in Coral Gables. Dr. Milton has been 
on the staff of the Jackson Memorial Hospital since 1925. For 
the Dade County Medical Association he has served two terms 
as Vice-president and one as president and is chairman of the 
board of trustees. 


ILLINOIS 

Symposium on Heart Failure—The DuPage County Medical 
Society, in cooperation with the Chicago Heart Association, will 
present a “Symposium on Heart Failure” Jan. 19, at the Memorial 
Hospital of DuPage County, 189 Avon, Elmhurst. “Management 
of Heart Failure” will be the topic of Dr. George F. O'Brien, 
head, department of internal medicine, Stritch School of Medi- 
cine of Loyola University. “Electrolyte Aspects of Heart Failure” 
will be presented by Dr. Peter J. Talso, assistant professor of 
medicine and chairman, department of medicine, Stritch School 
of Medicine of Loyola University. All physicians are welcome. 


Personal.—Dr. Eugene L. Walsh, Glenview, who has been 
assistant director of medical services of the International 
Harvester Company since 1938, has been appointed director of 
medical services to succeed Dr. Will F. Lyon, who has retired. 
During World War II, Dr. Walsh served in the Mediterranean 
theater of operations with the rank of lieutenant colonel. An 
assistant professor of medicine at Northwestern University 
Medical School, he is on the staff of Passavant Hospital, Chicago, 
is on the consulting staff of the Veterans Administration Hos- 
pital, Hines, Ill., and is a medical consultant to the Chicago 
operations office of the Atomic Energy Commission, 


Chicago 
Dr. Bucy Named Professor of Surgery.—Dr. Paul C. Bucy has 
joined the faculty of Northwestern University Medical School 
as professor of surgery. Since 1941 Dr. Bucy has been professor 
of neurology and neurological surgery at the University of 
Illinois College of Medicine, and he previously served as head 
of the division of neurology and neurological surgery at the 
University of Chicago School of Medicine. During 1953 he was 
visiting professor of surgery at the University of Indiana. 
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Medical History Meeting.—The Society of Medical History of 

Chicago will meet at the Institute of Medicine (fourth floor, 

86 E. Randolph St.) Jan. 19 at 8 p. m. All are welcome to 

attend the following program: 

Frederick Stenn, lecturer in the history of medicine, University of Illinois 
College of Medicine: Dr. Samuel Guthrie, Discoverer of Chloroform. 

Mrs. Nell Snow Talbot, associate professor of medical and dental history, 
University of Illinois College of Dentistry: Oliver Wendell Holmes— 
Novelist, Poet, Essayist. 

Mr. Thomas E. Keys, librarian, Mayo Clinic, Rochester, Minn.: A 
Stained Glass Window on the History of Medicine. 


Society News.—Newly elected officers of the Chicago Neuro- 
logical Society include Dr. Benjamin Boshes, president; Dr. John 
J. Madden, vice-president; and Dr. Oscar Sugar, secretary- 
treasurer. Officers of the Chicago Society of Industrial 
Medicine and Surgery for 1954-1955 include Dr. Donald B. 
Knowles, president; Dr. Bille B. Hennan, vice-president; and 
Dr. Charles M. Drueck, secretary-treasurer. The Institute 
of Medicine of Chicago announces the election of the following 
officers for 1955: Dr. LeRoy H. Sloan, president; Dr. Robert W. 
Keeton, vice-president; Dr. George H. Coleman, secretary; Dr. 
E. Lee Strohl, treasurer; and Dr. Henry T. Ricketts, chairman 
of the board. At the annual meeting of the Chicago Gyneco- 
logical Society the following officers were elected: Dr. Jacob P. 
Greenhill, president; Dr. Magnus P. Urnes, president-elect; Dr. 
Michael L. Leventhal, vice-president; Dr. Clyde J. Geiger, 
secretary; and Dr. Robert A. Beebe, treasurer. The Chicago 
Heart Association will hold a luncheon to open its 1955 cam- 
paign in the grand ballroom of the Hotel Morrison at 12 noon, 
Jan. 20. Physicians participating in the program will include Dr. 
Louis N. Katz, president, Chicago Heart Association; Dr. E. 
Cowles Andrus, Baltimore, president, American Heart Associ- 
ation; and Dr. Albert J. Simon, medical director, Herrick House. 
Reservations for luncheon ($2.50 including gratuities) may be 
made through the association, 69 W. Washington St., Chicago 2. 














IOWA 
Weight Control Colloquium.—Under the sponsorship of the 
divisions of home economics and agriculture, the Iowa State 
College, Ames, will hold a weight control colloquium Jan. 18 
to 20 to consider the physiological, biochemical, psychological, 
and practical aspects of weight control. The program will in- 
clude the following presentations: 
Body Composition and Its Change with Age and Diet. Weight Changes 
and Health of Men, Ancel B. Keys, Ph.D., Minneapolis. 
Aging as a Problem of Nutrition, Edward J. Stieglitz, Washington, D. C. 
Pood Intake and Body Weight of Iowa Children, Ercel S. Eppright, 
Ph.D., Ames. 
Deviations from Normal Weight in Children; Nutritional and Health 
Implications, Joseph A. Johnston, Detroit. 
The Role of the Physician in Weight Control, Daniel A. Glomset, 
Des Moines. 
Need for Weight Control Programs in the United States, James M. 
Hundley, Bethesda, Md. 


“Who Should Reduce” will be the topic of the panel discussion 
that will conclude the sessions. Dr. Norman B. Nelson, State 
University of lowa, will serve as moderator. 


KENTUCKY 

Rural Health Conference.—The Kentucky Rural Health Confer- 
ence will be held Jan. 20 under the sponsorship of its 20 state- 
wide constituent groups and the rural health committee of the 
Kentucky State Medical Association. Among the subjects to be 
covered in the conference are nutrition, immunization, and sani- 
tation on the farm and in the schools. 


Anesthesiologists to Meet in Louisville——The Kentucky Society 
of Anesthesiologists will meet in Louisville, Jan. 16, at the Brown 
Hotel. Dr. Jacob J. Jacoby, professor of anesthesiology, Ohio 
State University College of Medicine, Columbus, will have as his 
subject “Effects of Vagal Stimulation During Cyclopropane 
Anesthesia,” and Dr. George W. Schafer, instructor in anesthesi- 
ology at the University of Louisville Medical School, will discuss 
“Clinical Studies with Nalline.” 


Cardiovascular Symposium.—The Louisville Heart Association 
will hold its first annual Symposium on Cardiovascular Diseases 
in Louisville in the Fred Rankin Amphitheater, Jan. 21, under 
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the co-sponsorship of the University of Louisville Schoo! of 
Medicine. Guest speakers will be Dr. Emmet B. Bay, department 
of medicine, University of Chicago School of Medicine, and Dr, 
Floyd W. Denny, department of pediatrics, Vanderbilt Univer- 


-sity School of Medicine, Nashville, Tenn. All interested Ken- 


tucky physicians, interns, residents, and medical students have 
been invited to attend these sessions. No registration fee will be 
required. 


MAINE 

Society News.—Officers of the Maine Trudeau Society include 
Dr. Lester Adams, Greenwood Mountain, president; Dr. Albert 
Aranson, Portland, vice-president; and Dr. Brinton T. Darling- 
ton, Augusta, secretary. Newly elected officers of the Maine 
Radiological Society include Dr. Clark F. Miller, Lewiston, 
president; Dr. G. E. Clifford Logan, Portland, vice-president: 
and Dr. Walter A. Russell, Augusta, secretary-treasurer. 





MARYLAND 


Lecture on Cervical Carcinoma.—Dr. Sidney M. Silverstone, 
associate radiologist, Mt. Sinai Hospital, New York, will discuss 
“Carcinoma of the Cervix” before the radiological section of 
the Baltimore Medical Society Jan. 18 at Sinai Hospital. The 
scientific session at 8 p. m. will be preceded by dinner at 6:30. 


Medicolegal Symposium.—“Trauma or Heart Disease? Pretrial 
Conference for Medical Testimony” was the subject of the sym- 
posium sponsored by the medicolegal committees of the Bar 
Association of Baltimore City, the Maryland State Bar Associ- 
ation, and the Medical and Chirurgical Faculty of the State of 
Maryland Jan. 12 at Osler Hall in Baltimore. The Hon. Emory 
H. Niles, chief judge of the supreme bench of Baltimore, served 
as presiding judge over the panel discussion. Medical witnesses 
were Dr. Russel! S. Fisher, chief medical examiner of the state 
of Maryland (pathological findings), and Dr. E. Cowles Andrus, 
associate professor of medicine, Johns Hopkins University 
School of Medicine, Baltimore (clinical aspects and expert 
opinion). The attorneys for the plaintiff and the defendant were, 
respectively, Maurice J. Pressman and J. Gilbert Prendergast of 
the Baltimore bar. 


MINNESOTA 

Dr. Thomas Goes to New York.—Dr. Lewis Thomas, professor 
of pediatrics and internal medicine, University of Minnesota 
Medical School, Minneapolis, has been appointed chairman of 
the department of pathology, New York University—Bellevue 
Medical Center, replacing Dr. William C. Von Glahn, who has 
retired with the title of professor emeritus. Dr. Thomas served 
as lieutenant commander with the U. S. Navy Reserve and was 
attached to the Marine Corps from 1944 to 1945 on Guam and 
Okinawa. He is consultant to the surgeon general of the U. S. 
Army and a member of the Armed Forces Epidemiological 
Board. 


Personal.—Dr. Hamlin A. Mattson, Minneapolis, addressed the 
Black Hawk County Medical Society of Waterloo, Iowa, Sept. 
21, concerning “Surgery of Peptic Ulcer.” Dr. Raymond D. 
Pruitt, a consultant in medicine in the Mayo Clinic since 1943, 
has been appointed associate director of the Mayo Foundation 
to succeed Dr. Kendall B. Corbin, associate director since 1950. 
Dr. Corbin has resigned as associate director of the foundation 
to return to his former position in clinical neurology in the 
Mayo Clinic. The Mississippi Valley Medical Society h.s 
named as recipient of its 1954 honor award Dr. Waltman 
Walters, professor of surgery, University of Minnesota Graduate 
School, Rochester, and chief editor, A. M. A. Archives of 
Surgery and the Lewis-Walters “Practice of Surgery.” The honor 
award, a plaque and a gold medal, is given from time to time 
to nonmembers of the society “who have made distinguished 
contributions to clinical medicine.” Dr. Richard M. Hewitt, 
assistant professor of medical literature, University of Minnesota 
Graduate School, Rochester, has been awarded the 1954 Dis- 
tinguished Service award of the American Medical Writers 
Association. Dr. Hewitt formerly was Assistant Editor of THE 
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MISSISSIPPI 
Outbreak of Diphtheria—According to the Department of 
Health, Education, and Welfare, Dr. Archie L. Gray, Mississippi 
State Board of Health, has reported an outbreak of diphtheria 
in a town of 375 inhabitants and in the area within a few miles 
of the town. Since June 1, 1954, 25 cases had been reported. 
Of these, 8 patients were under 5 years old; 14 were between 
5 and 9 years; and the remainder were over 9. Two additional 
cases have occurred in another small town a few miles away, 
but no epidemiological relationship could be established between 
these and the group of 25 cases. There were more diphtheria 
cases in this limited area than had occurred in any similar area 
in Mississippi in several years. 


NEW YORK 

Society News.—The regular meeting of the Utica Academy of 
Medicine at Hotel Utica, Jan. 20, will be addressed by Drs. 
John P. Bunker, Harvard Medical School, Boston, and Murray 
L. Nusbaum, Utica. Dinner will be at 7. 


Address by Sir Lionel Whitby.—At the meeting of the Medical 
Society of the County of Kings, Jan. 18 in the McNaughton 
Auditorium, Brooklyn, “Splenic Function and Dysfunction” will 
be presented by Sir Lionel Whitby, regius professor of physic, 
University of Cambridge, England. 


Keese Memorial Foundation.—The J. Mumford Keese Me- 
morial Foundation was recently established by the board of 
trustees of the Rescue Mission Alliance of Syracuse, to honor 
the memory of Dr. J. Mumford Keese (1872-1953), who served 
as a member of that board for nearly 31 years. The foundation 
will help provide higher education for those whom its board of 
trustees deems to be needy, capable, and worthy young men and 
women who deserve financial assistance. 


Heart Disease Control Program.—The Cardiovascular Health 
Center at Albany Hospital has started repeat examinations of 
male state employees (THE JOURNAL, Dec. 13, 1952, page 1495). 
The center, having completed more than 2,000 initial examina- 
tions of employees between the ages of 40 and 54, is continuing 
into the second phase of gathering data on the evolution of 
cardiovascular degeneration. Among the first 1,838 persons ex- 
amined there were 63 with coronary artery disease, 61 with 
hypertensive heart disease, 31 with rheumatic heart disease, and 
2 with congenital heart disease. In addition to the standard re- 
examination, the center will engage in a number of special 
studies, such as examination of fat-protein particles in the blood, 
measurement of total body fat, and study of certain aspects of 
respiratory function. 


New York City 

Tumor Clinic —Dr. Archie L. Dean, attending surgeon, 
Memorial Center for Cancer and Allied Diseases, will have as 
his topic “Choosing Appropriate Treatment for the Bladder 
Tumor Patient” at the Tumor Clinic Conference, Harlem 
Hospital, Jan. 19, 10:45 a. m. 


Fifth Harvey Lecture.—Dr. Ephraim Shorr, associate professor 
of medicine, Cornell University Medical College, will deliver 
the fifth Harvey lecture of the 1954-1955 (50th anniversary) 
series, entitled “The Intermediary Metabolism and Biological 
Activities of Ferritin,” at the New York Academy of Medicine 
Jan. 20. 





Orthopedic Conference.—As part of its orthopedic conference 
Jan. 18, 8 p. m., the Hospital for Joint Diseases will present 
the following symposium, “Derangements of the Temporoman- 
dibular Joint”: 


Arthrotomy for Torn Meniscus (large series of cases with movie), Caroll 
M. Silver, Providence, R. I. (by invitation). 

Kinesiology of the Temporomandibular Joint, Michael Burman. 

Oral Surgical Aspects, Adolph R. Berger. 

Habitual Dislocation and Other Aspects, Leo Mayer. 


Symposium on Diabetes.—The section on medicine of the New 
York Academy of Medicine (2 E. 103rd St.) will present a sym- 
Posium on diabetes, Jan. 18, 8:30 p. m., giving results of studies 
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(from New England Deaconess Hospital, Boston). Cost of treat- 
ment and rehabilitation of patients with foot lesions, a coopera- 
tive study of 500 cases in Boston hospitals, 1953-1954, by Dr 
Howard F. Root, will precede the following papers: 


Value of Control of Diabetes (with presentations of patients). 


Pregnancy in Diabetes: Results of Recent Experience, Priscilla White 
Boston. 


Behavior of Phosphorus in the Deposition of Liver Glycogen, Nancy T 
Nichols, Boston. 


Attempts to Alter the Trend of Diabetes in Young Patients: Preliminary 
Report, Priscilla White, Boston. 

Experience with Lente Insulin, Alexander Marble. 

Recent Data Regarding Mortality and Causes of Death in Diabetes, Mr 
Herbert H. Marks, Metropolitan Life Insurance Company. 


Questions and discussion from the floor will follow. 


OHIO 


Food Service Institute —The second annual food service in- 
stitute, sponsored by the Dayton State and Receiving Hospital, 
and conducted by the Dayton Division of Health, is being 
held “to promote a better understanding of food service practices 
and techniques through educational methods.” The institute is 
intended for food service workers from the Dayton State Hos- 
pital and from other hospitals in the area, employees, psychiatric 
aids, and commercial food service employees and operators 
interested in improving their food handling operations. A weekly 
series of one hour sessions beginning at 1:15 p. m., the institute 
started Jan. 6 and will extend through Feb. 10. 


Society News.—A meeting of the Physical Therapy Association 
will be held at the Dayton State and Receiving Hospital Jan. 19 
at 7:30 p. m. The topic for the meeting, “Rehabilitative Physical 
Therapy in Neuropsychiatric Patients,” will be presented by 
Dr. Janice A. Mendelson, director of medical and surgical serv- 
ices at the Dayton State and Receiving Hospital. In its 
seminar series, the Southwestern Ohio Society of General Physi- 
cians, in collaboration with the University of Cincinnati College 
of Medicine, will offer “The Problem Drinker,” Jan. 23 from 
9:30 a. m. to 3 p. m. in the medical school auditorium. The fee 
is $10. Residents, interns, medical students, and nurses will be 
admitted without charge. Information may be obtained from 
Dr. J. Robert Hudson, Secretary, 7017 Miami Ave., Madeira. 





PENNSYLVANIA 

Civil Defense Coordinator.—The Pennsylvania Department of 
Health has announced the appointment of Dr. Arthur B. Welsh, 
New Bethlehem, as medical coordinator for civil defense. Dr. 
Welsh recently retired from the U. S. Army Medical Corps with 
the rank of colonel after 29 years of service. 


New Society of Plastic Surgeons—Last October, 25 plastic 
surgeons honored Dr. Robert H. Ivy of Philadelphia by organiz- 
ing a society named for him. The purposes of the society are to 
promote research in plastic surgery and to keep the medical 
profession informed of scientific progress in this field. There will 
be three scientific meetings a year (October, January, and 
March), open to the medical public, at which patients and papers 
will be presented. Membership is drawn from Philadelphia and 
nearby cities (Wilmington, Allentown, Harrisburg, and York) 
Members of the house staffs of local hospitals are especially 
welcome. 


Philadelphia 

Lecture on Endocrinology.—The annua! guest lecture of the 
Endocrine Society of Philadelphia will be presented at 8:30 
p. m., Jan. 19, in the auditorium, Jefferson Medical College, 
1025 Walnut St. Dr. I. Arthur Mirsky, chairman, department 
of clinical science, University of Pittsburgh School of Medicine, 
will discuss “Endocrine and Psychologic Factors in Visceral Re- 
sponses to Noxious Stimuli.” 





Free Home Service to Needy Cancer Patients.—Free physician 
services at home to needy cancer patients are being provided 
under the auspices of the department of oncalogy of the 
Woman’s Medical College of Pennsylvania and subsidized by 
funds from the Philadelphia division of the American Cancer 
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Society. Cancer patients living within a five mile radius of the 
Woman’s Medical College Hospital are eligible. Physicians who 
know of such patients are asked to call Victor 4-1522, extension 
217, Mondays through Fridays, from 9 a. m. to 5 p. m. 


University News.—Temple University School of Medicine re- 
cently received a grant from the Samuel S. Fels fund in the 
amount of $148,366.49 for research in gastroenterology. 
The student health department of the University of Pennsylvania 
has been transferred from the department of physical education 
to the medical division of the university, in which it is under 
the supervision of Dr. Norman H. Topping, vice-president in 
charge of medical affairs. Dr. Paul F. Schrode, a member of 
the staffs of Bryn Mawr and Pennsylvania hospitals, has been 
appointed director of the student health department. 





SOUTH CAROLINA 
Medical Forums.—The Greenville County Medical Society has 
scheduled the following series of Sunday forums at 3 p. m.: 

Jan. 16, Cancer. 

Jan. 23, Alcoholism. 

Jan. 30, Allergies. 

Feb. 6, Indigestion. 

Feb. 13, Having Your Baby. 

Feb. 20, Modern Anesthetics. 


TEXAS 
Conference of County Society Officials—A conference of county 
medical society officials will be held Jan. 22 at the headquarters 
of the Texas Medical Association, Austin. The session will open 
with “Organized Medicine: Its Importance to Each Physician” 
by Dr. Francis J. L. Blasingame, Wharton, president, Texas 
Medical Association, after which Dr. Milford O. Rouse, Dallas, 
Delegate, American Medical Association, will discuss “Internal 
Problems Confronting Medicine: Activities of Texas Delegates 
in the House of Delegates of the American Medical Association” 
and Dr. Hobart O. Deaton, Fort Worxth, speaker, house of 
delegates, will present “Issues Pending Before the House of 
Delegates of the Texas Medical Association at Fort Worth in 
April, 1955.” “An Accounting of Stewardship: What Happens 
to Your $50 Dues?” will be coisidered by Dr. Robert W. Kimbro, 
Cleburne, chairman, board of trustees; “Obligations of Members 
to Organized Medicine and Medical Ethics,” by Dr. Robert G. 
Baker, Fort Worth, chairman, board of councilors; and “Services 
of the Texas Medical Association: Improving Liaison with 
County Medical Societies,” by C. Lincoln Williston, Austin, 
executive secretary, Texas Medical Association. After a talk on 
the scientific program of the 1955 annual session at Fort Worth 
by Dr. May Owen, Fort Worth, chairman, council on scientific 
work, and a welcome to Fort Worth by Dr. Cecil S. E. Touzel, 
Fort Worth, president, Tarrant County Medical Society, Dr. 
Harvey Renger, Hallettsville, chairman, council on medical 
economics, will preside over the following program on medical 
economics and public relations: 
Cost of Medical Care, Frank G. Dickinson, Ph.D., Chicago, Director, 
A. M. A. Bureau of Medical Economic Research. 
Present Role of Voluntary Health Insurance, Mr. Edwin J. Faulkner, 
Lincoln, Neb., president, Woodmen Accident Company. 
Combating Criticism Through Public Relations, William M. Crawford, 
Fort Worth, chairman, committee on public relations. 
After luncheon, “The American Medical Association: What You 
Should Know About It” will be discussed by Dr. George F. Lull, 
Chicago, Secretary-General Manager of the Association. His talk 
will be followed by a panel on medical and health legislation 
anticipated in Washington and in Austin, with Dr. Joseph B. 
Copeland, San Antonio, chairman, council on medical juris- 
prudence, presiding. The sessions will conclude with discussions 
on implementation of the legislature program in county societies 
(1) with from 5 to 50 members and (2) with more than 50 
members. 


WISCONSIN 

Personal.—Dr. Christian P, Segard, medical director of the Wis- 
consin Alumni Research Foundation since 1934, has retired from 
that post but will continue his affiliation with the foundation 
as a consultant. Dr. Segard was in charge of the foundation’s 
New York City office from 1934 until 1954. 
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Postgraduate Course in Anesthesiology.—The University of 
Wisconsin Medical School, Madison, offers a postgraduate course 
in anesthesiology Jan. 25 to 27 in the Graduate Lecture Room 
(University Hospitals). Because of limitation of instructional 


. facilities, only 20 registrants will be accepted. Registration fee 


is $5; course fee, $15. Application for registration should be 
made to Dr. Robert C. Parkin, University of Wisconsin Medical 
School, 418 N. Randall Ave., Madison 6. 


Lecture Fund.—A grant of $10,000 to the Wisconsin Hear 
Association from an anonymous donor will be used to continue 
the annual lectures on heart diseases at the Marquette Univ ersity 
School of Medicine, Milwaukee, and the University of Wisconsin 
Medical School, Madison. The fund, to be known as the Dr, 
Malcolm F. Rogers Fund, will permit the association to continue 
the series for 10 years. Dr. George E. Burch, Tulane University 
of Louisiana School of Medicine, New Orleans, and Dr. §, 
Giibert Blount Jr., University of Colorado School of Medicine, 
Denver, were recent speakers. 


GENERAL 

William Osler Medal.—For 1955 the William Osler Medal 
Committee will consider unpublished essays on medical history 
by men or women who were students in schools of medicine 
and had not yet obtained their doctor’s degree at the time the 
essay was written. Essays should not exceed 10,000 words and 
must be submitted to Dr. Lloyd G. Stevenson, McGill Univer- 
sity Facuity of Medicine, 3640 University Street, Montreal, 
Canada, by March 1. 


Fellowship in Hematology.—The national office of the Hemo- 
philia Foundation announces the establishment of a fellowship 
in hematology at the Mount Sinai Hospital in New York. This 
award is intended to provide opportunity to interested physicians 
for clinical and laboratory stuay in disorders of coaguiation. The 
fellowship of $3,600 will be awarded annually, the tirst to com- 
mence as of July 1. Information may be obtained from the 
Medical Secretary, Hemophilia Foundation, 60 E. 42nd St, 
New York. 


Decrease in Infant Mortality—According to the Metropolitan 
Life Insurance Company (1 Madison Ave., New York), infant 
mortaliiy among the 4,060,000 babies born in 1954 dropped to 
an all-time low rate of 26.7 per 1,000 live births. This represents 
a reduction of almost 5% from the previous low rate recorded 
in 1953 and of one-third from the rate of a decade ago. The 
number of births, more than 2% above the previous high number 
esiablished the year before, corresponded to a rate oi 25.2 per 
1,000 population residing in the United States. More than 
36,750,000 babies have been added to the nation’s population 
within the last 10 years. 


Awards in Tropical Medicine —At the annual meeting of the 
American Society of Tropical Medicine and Hygiene, held jointly 
with the 21st annual meeting of the American Academy of 
Tropical Medicine and the 29th annual meeting of the American 
Society of Parasitologisis at Memphis, Tenn., Nov. 3 to 6, 1954, 
the Bailey K. Ashford award in tropical medicine (established 
by Eli Lilly and Company) was presented to Dr. Joseph Green- 
berg, Ph.D., of the National Institutes of Health, Bethesda, Md. 
The Joseph Augustin LePrince award in malariology (hono- 
rarium provided by the Michigan Chemical Corporation) was 
accepted on behalf of Brian G. Maegraith, M.B., D.Phil., dean 
of the Liverpool School of Tropical Medicine, England, by 
William H. Taliaferro, Ph.D., University of Chicago. 


Awards in Medical Writing —Newspaper and magazine writers 
who have written medical or health articles during 1954 are 
eligible for the sixth annual Albert Lasker Medical Journalism 
awards competition. The deadline for entries is Jan. 23. The 
awards, which have been increased from $500 to $1,000 each 
this year, will be presented to the newspaper writer and magazine 
writer who have written in 1954 the “best” articles, series, edi- 
torials, or columns dealing with the improvement of health or 
prolongation of life through medical research of public health 
programs. The deadline for entries for Howard W. Blakeslee 
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awards of the American Heart Association, 44 E. 23rd St., New 
York, has been extended to May 1. Information may be obtained 
from the association. The awards of $500 each are for creative 
efforts in any mass communication medium contributing to 
public understanding of research on and treatment of heart and 
circulatory diseases. 


Courses in Technique of Using Radioisotopes.—The Oak Ridge 
(Tenn.) Institute of Nuclear Studies has announced the follow- 
ing courses, among others: 

Basic courses in techniques of using radioisotopes: Feb. 21-March 
18: May 2-25 (special class for noncitizens); June 6-July 1; July 11-Aug. 5; 
Aug. 15-Sept. 9. 

Basic Survey Medical Course: May 16-21. 


The institute is contemplating a fall course in clinical techniques 
of isotope use at the technician level and is asking for suggestions 
relative to the need and conduct of such a session. The basic 
radioisotope techniques courses, open to scientists in all fields, 
are designed for persons starting work with isotopes. The survey 
medical course will emphasize routine clinical applications of 
radioiodine, radiophosphorus, radiogold, and teletherapy and 
will be basic in nature. Information may be had by writing to 
Ralph T. Overman, Ph.D., Special Training Division, Oak Ridge 
Institute of Nuclear Studies, P. O. Box 117, Oak Ridge, Tenn. 


Scholarship for Training in Cerebral Palsy.—Physicians, thera- 
pists, educators, and other professional workers may qualify for 
scholarships for special study of cerebral palsy provided by 
Alpha Chi Omega, national women’s fraternity, and the National 
Society for Crippled Children and Adults. This scholarship pro- 
gram, which has been in effect for six years, will continue until 
September. Qualified professional persons will receive allotments 
for tuition and maintenance at recognized training centers for 
a minimum of three months. Grants vary between $100 and 
$750. Students are expected to cover their own expenses in- 
volved in travel to and from their homes. Applicants are expected 
to make their own arrangements for acceptance at an approved 
training center offering specialized training in cerebral palsy. 
Applicants who receive awards will be expected to work in some 
bona fide program for the cerebrally palsied for at least one year 
on completion of their training. For information one may ad- 
dress: Training and Employment Service, National Society for 
Crippled Children and Adults, Inc., 11 S. LaSalle St., Chicago 3. 


Society News.—At the recent business meeting of the American 
Association of Medical Clinics, Dr. J. C. Thomas Rogers, 
Urbana, Ill., became president; Dr. R. Franklin Jukes, Akron, 
Ohio, vice-president and president-elect; and Dr. H. Linton 
January, Albuquerque, N. Mex., secretary-treasurer.——-At the 
annual business meeting of the Omaha Mid-West Clinical Soci- 
ety, Dr. Frederick W. Niehaus was installed as president. Dr. 
Maurice E. Grier was named president-elect and Dr. Payson S. 
Adams, secretary-treasurer. The dates for the 1955 and 1956 
annual clinical assemblies are Oct. 24 to 27 and Oct. 22 to 25, 
respectively. Newly elected officers of the American Congress 
of Physical Medicine and Rehabilitation include Dr. William D. 
Paul, Iowa City, president; Dr. Howard A. Rusk, New York, 
president-elect; Drs. Gordon M. Martin, Rochester, Minn., 
Alvin B. C. Knudson, Washington, D. C., Donald L. Rose, 
Kansas City, Kan., Arthur C. Jones, Portland, Ore., and 
Frederic J. Kottke, Minneapolis, vice-presidents; Dr. Frances 
Baker, San Mateo, Calif., secretary; Dr. Frank H. Krusen, 
Rochester, Minn., treasurer; Dr. Walter J. Zeiter, Cleveland, 
executive director; and Miss Dorothea C. Augustin, Chicago, 
executive secretary. 





Psittacosis.—According to the U. S. Public Health Service, 
Psittacosis was reported in December, 1954, in a 60-year-old 
man in Virginia. He had symptoms of atypical pneumonia. Tests 
of a blood specimen in a dilution of 1:64 indicated psittacosis. 
The patient, who was employed in a poultry processing plant, 
disclaimed any contact with birds of the parrot family. In 
Connecticut, in a 32-year-old man who became ill with virus 
pneumonia during the last week in September, a blood specimen 
showed psittacosis on Nov. 19. Early in September the patient 
had been given a parakeet, purchased in New York. Two 
members of the family of the purchaser have been ill——In 
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Minnesota, a 61-year-old man became if! with chills, fever, 
sweats, chest pain, cough, and hemoptysis. A chest roentgeno- 
gram showed patchy infiltration of the base of the left lung. 
The complement fixation test for psittacosis was negative about 
a week after the onset of symptoms but was positive in titers 
of 1:16 and 1:32 on specimens collected one and two weeks 
later. One of two parakeets purchased about five weeks before 
the onset of the patient's illness died shortly before the owner 
became ill. An investigation revealed that the birds were pur- 
chased from a local store whose source of parakeets was a 
company in Chicago. The California Department of Public 
Health reports two cases of psittacosis. One patient was known 
to have had contact with birds of the parrot family, but the other 
had no knowledge of contact with birds or fowl. Complement 
fixation tests showed titers of 1:256 and 1:128, respectively —— 
In New Jersey, five cases of psittacosis in human beings were 
associated with the operation of a turkey farm and slaughtering 
establishment. 





PHILIPPINE ISLANDS 

Physicians’ Clubhouse.—At an organization meeting, Oct. 14, 
1954, at the Philippine Columbian Clubhouse, a group of physi- 
cians and surgeons formed a corporation for the establishment 
of a physicians’ clubhouse. The organization is composed of 100 
members of the medical profession who will finance the club- 
house. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Hotel Shoreham, Washington, 
D. C., Jan. 24-26. Dr. Carl M. Peterson, 535 North Dearborn St. 
Chicago 10, Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND Licensure, Palmer House, 
Chicago, Feb. 5-8. Dr. Edward L. Turner, 535 N. Dearborn St., Chicago 
10, Secretary. 

NATIONAL CONFERENCE ON RuRAL Heattn, Schroeder Hotel, Milwaukee, 
Wis., Feb. 24-26. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 


AMERICAN ACADEMY OF ALLERGY, Hotel Statler, New York, Feb. 7-9. Dr. 
Francis C. Lowell, 65 East Newton St., Boston, Secretary. 

AMERICAN ACADEMY OF FORENSIC SCIENCES, Biltmore Hotel, Los Angeles, 
Feb. 17-19. Dr. W. J. R. Camp, 1853 West Polk Street, Chicago, Secretary 

AMERICAN ACADEMY OF OCCUPATIONAL Mepicme, Hotel Warwick, Phila- 
delphia, Feb. 10-11. Dr. Leonard J. Goldwater, 600 West 168th St., New 
York 32, Secretary. 

AMERICAN ACADEMY OP ORTHOPAEDIC SURGEONS, Hotel Statler, Los Angeles, 
Jan. 29-Feb. 3. Dr. J. R. Norcross, 122 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN COLLEGE OF RapIoLoGy, Drake Hotel, Chicago, Feb. 11-12. Mr. 
William C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Sherman, Chicago, Feb. 
28-Mar. 2. Dr. Jessie E. Crampton, 1790 Broadway, New York 19, Secre- 
tary. 

ATLANTA GRADUATE MEDICAL ASSEMBLY, Atlanta Biltmore Hotel, AUianta, 
Ga., Feb. 21-24. Mrs. Stewart R. Roberts, 15 Peachtree Place, N.W., 
Atlanta, Ga., Executive Secretary. 

CENTRAL SURGICAL ASSOCIATION, Drake Hotel, Chicago, Feb. 17-19. De. 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary. 

CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Mar. 1-4. Dr. Norris J. Heckel, 86 East Randolph St., Chicago 
1, Secretary. 

CONFERENCE OF TEACHERS OF CLINICAL RADIOLOGY, Drake Hotel, Chicago, 
Feb. 12. Dr. Laurence L. Robbins, 20 North Wacker Drive, Chicago, 
Chairman. 

DALLAS SOUTHERN CLINICAL SocreETy, Dallas, Mar. 4-7. Dr. T. Haynes Har- 
vill, 433 Medical Arts Bidg., Dallas 1, Texas, Secretary. 
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INTERNATIONAL Post-GRADUATE MEDICAL ASSEMBLY OF SOUTHWEST TEXAS, 
San Antonio, Texas, Jan. 24-26. Dr. John M. Smith Jr., P. O. Box 2445, 
San Antonio 6, Texas, Secretary. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 9-11. 
Mr. W. J. Burns, 606 Townsend St., Lansing 15, Mich., Executive Director. 

MIDPLE SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, Sheraton-Cadillac Hotel, Detroit, Jan. 24. Dr. James E. 
Croushore, 3001 West Grand Blivd., Detroit 2, Chairman. 

Mip-SouTH Post GRADUATE MEDICAL ASSEMBLY, Hotel Peabody, Memphis, 
Tenn., Feb, 8-11. Dr. Thurman Crawford, 869 Madison Ave., Memphis, 
Tenn., Secretary. 

New ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, Mar. 7-10. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

NorTHWEST SOCIETY FOR CLINICAL RESEARCH, Vancouver, B. C., Jan. 22. 
Dr. Arthur L. Rogers, 1216 S. W. Yamhill St., Portland 5, Oregon, 
Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

DELAWARE, Wilmington, Feb. 5. Dr. Lewis B. Flinn, 503 Delaware Ave., 
Wilmington 1, Chairman, 

NEBRASKA, Omaha, Feb. 26. Dr. J. D. McCarthy, 107 S. 17th St., Omaha, 
Governor. 

Puerto Rico, San Juan, Jan. 28-29, Dr. Rafael Rodriquez-Molina, Vet- 
erans Adm. Center, San Juan, General Chairman. 

SOUTHERN CALIFORNIA, San Diego, Feb. 12-13. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

VirGINIA, Richmond, Feb. 24. Dr. Charles M. Caravati, 807 W. Franklin 
St., Richmond 20, Governor. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


On10, Cleveland, Cleveland and Hollenden Hotels, Feb. 21-24, Dr. Stanley 
O. Hoerr, 2020 East 93d St., Cleveland, Chairman, 


RHODE ISLAND, Providence, Sheraton-Biltmore Hotel, Mar, 3-5. Dr. Henri 
E. Gauthier, 34 Hamlet Ave., Woonsocket, Chairman. 


Texas, Galveston, Buccaneer and Galvaz Hotels, Jan. 17-19, Dr. Robert 
M. Moore, 900 Strand Street, Galveston, Chairman. 


Society OF UNIVERSITY SURGEONS, Hotel Shamrock, Houston, Texas, Feb. 
9-12. Dr. C. Rollins Hanlon, 1325 S. Grand Blvd., St. Louis, Secretary. 


SOUTH ATLANTIC ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Williamsburg, Va., Feb. 10-12. Dr. C. H. Mauzy, Bowman Gray School of 
Medicine, Winston-Salem, N. C., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Atlanta Biltmore Hotel, Atlanta, Ga., 
Feb. 21-24. Dr, Benjamin T. Beasley, 701 Hurt Bidg., Atlanta, Ga., 
Secretary. 


SOUTHERN NEUROSURGICAL Society, Dinkler-Tutwiler Hotel, Birmingham, 
Ala., Feb. 18-19. Dr. William F, Meacham, Vanderbilt University Hos- 
pital, Nashville, Tenn., Secretary. 

SOUTHERN SECTION, AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL Society, Medical School Auditorium, Charlottesville, Va., 
Jan. 24. Dr. G. Slaughter Fitz-Hugh, 104 East Market St., Charlottes- 
vilie, Va., Chairman. 


Tri-STATE MEDICAL ASSOCIATION, Hotel Chamberlain, Old Point Comfort, 
Va., Feb. 21-22, Dr. R. B. Davis, 122 South Greene St., Greensboro, N. C., 
Secretary. 

WESTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Carmel, 
Calif., Jan. 27. Dr. Arthur B. French, University of Utah College of 
Medicine, Salt Lake City, Secretary. 

WESTERN’ SOCIETY FOR CLINICAL RESEARCH, Carmel, Calif., Jan. 28-29. 
Dr. Herbert N. Hultgren, Stanferd Hospital, San Francisco 15, Secretary. 


FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEpDicaL Conoress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Sydney, N.S.W., Australia. 


BritisH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 


CANADIAN AND BRITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsyCHOLOGy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23, For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncui, Stockholm, Sweden, June 18-19, For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France, 


CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, England, 
Executive Secretary General. 


J.A.M.A., Jan. 15, 1955 


CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, Genera} 
Secretary, 

EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether. 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 99 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

HISPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D.C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary-General, 

INTERNATIONAL ANESTHESIA RESEARCH SOciETY, Washington, D. C., U.S.A., 
Oct, 24-27, For information write: Dr. William Friend, 515 Nome Avenue, 
Akron 20, Ohio, U. S. A. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7¢, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary-General, 
INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 

Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse, 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 12- 
17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Diseases, 
London W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS OF UroLocy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 


INTERNATIONAL HOSPITAL CONGRESS, Lucerne, Switzerland, May 30-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, Lon- 
don, E.C.2, England, Hon. Secretary. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For information 
write: % Offices of the International Verona Fair, Piazza Bra., Verona, 
Italy. 


INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary- 
General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SurGery, Henry Ford 
Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. Lam, 
2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chairman of 
Program Committee. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary- 
General. 

Japan Meovicat Conoress, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, University 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary- 
General, 

Latin AMERICAN CONGRESS OF PuHysicaL Mepicine, Lima, Peru, S. A., Feb. 
14-19. Dr. Cassius Lopez de Victoria, 176 East 7ist St., New York 21, 
N. Y., U.S.A., Executive Director. 

LaTIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Uru- 
guay, S. A., March 21-24. For information write: Dr. R. Arana-Iniquez, 
Convencion 1287, Montevideo, Uruguay, S. A. 

LaTIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S.A., 
March 21-24. For information write: Dr. R. Arana-Iniquez, Convencion 
1287, Montevideo, Uruguay, S. A. 

Mippte East MeEpicaL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L, Wilson, American Uni- 
versity of Beirut, Beirut, Lebanon, Chairman. 

NATIONAL CONGRESS OF TUBERCULOSIS AND Silicosis, Mexico, D. F., 
Mexico, Jan. 23-29. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. Postal 
7267, Mexico, D. F., Mexico, Secretary General. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1i, England, 
Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL PRacTice, Lima, Peru, S. A., Feb. 
11-25. Dr. Arturo Martinez, 54 East 72nd St., New York 21, N. Y. 
U.S. A., Secretary. 
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Wortp Mepicat Association, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary- 
General 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL EXAMINERS: Parts 1] and II in 1955. Feb. 1-2, 
April 19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candi- 
dates may file applications at any time, but the National Board must 
receive them at least six weeks before the date of the examination. New 
candidates should apply by formal registration; registered candidates 
should notify the board by letter and forward their fees. Exec. Sec., 
Dr. John B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, June 30. Oral. October, date and place to be announced. To be 
eligible, candidates must complete 36 months of training by October 1. 
Final date for filing application is March 15. Exec. Sec., Miss Janet 
Newkirk, 129 E, 52nd St., New York 22. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New Orleans, Feb. 1-4; 
Philadelphia, May 4-5; Washington, D. C., May 6-7; Portland, Ore., 
Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., Dr. William A. Wer- 
rell, 1 West Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Fall, 1955. Final date for 
filing applications is May 1. Sec., Dr. Leonard T. Furlow, 600 South 
Kingshighway, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I, Written Ex- 
amination and Review of Case Histories. Various cities of the United 
States and Canada and military centers outside the continental United 
States, Feb. 4. Final date for filing applications was Oct. 1. Part II, 
Oral Examination. Chicago, May 12-20. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various cities, Jan. 24-25. 
Final date for filing application was July 1, 1954. Practical. Philadelphia, 
June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 56 Ivie Road, 
Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part I. Various locations, 
April, Final date for filing applications was Nov. 30, 1954, Part IJ. Los 
Angeles, Jan. 27-28. Sec., Dr. Harold A. Sofield, 122 South Michigan 
Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BOARD OF PATHOLOGY: Written. Houston, April 4-6. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago. 


AMERICAN BOARD OF PEDIATRICS: Written. Selected locations, Jan. 14. 
This is the only written exam_aation which will be given during 1955. 
Oral. New Orleans, March 4-6; Detroit, April 1-3; New York City, 
June 10-12; Chicago, Oct. 7-9; and Washington, D. C., Dec. 2-4. Admin. 
Sec., Mrs. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1. Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 


AMERICAN BOARD OF PLasTic SURGERY: Entire Examination. Washington, 
D. C., April 30-May 2. Final date for filing case reports was Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New Orleans, Feb. 28- 
March 1; San Francisco, mid-October; New York City, December. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn, 


AMERICAN BOARD OF RADIOLOGY: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1. Those candidates who will complete the required three years’ 
training by June 30 will be eligible to appear for examination in May, and 
those candidates who will complete their training by Dec. 31 will be 
eligible to appear for examination in the fall. Sec., Dr. B. R. Kirklin, 429 
First National Bank Bldg., Rochester, Minn. 

AMERICAN BOARD OF SURGERY: Part I. March 30. Part II. New Orleans, Jan. 
17-18; Baltimore, Feb. 14-15; Cincinnati, March 14-15; San Francisco, 
April 18-19; Boston, May 16-17; Philadelphia, June 13-14. Sec., Dr. John 
B. Flick, 255 S. Fifteenth St., Philadelphia 2. 

THE BoarRD OF THORACIC SURGERY: Written. Feb. 25. Final date for filing 
applications was Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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MAGAZINE-TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Jan. 16 
ABC-TV, 9:15 p. m. EST. Ciba’s “Horizons.” 


Monday, Jan. 17 


NBC-TYV, 9 p. m. EST. Dow’s “Medic.” “White Is the Color” 
is a repeat of the first show in the series on acute leukemia 
and resuscitation of the newborn infant. 


MAGAZINES 


Science and Mechanics, January, 1955 
“Key Clue to Lung Cancer?” 
“3,4-benzpyrene .. . is found in substantial concentrations 
in both the smoke from burning cigaret papers and test 
samples of polluted air in built-up city areas. Thus, benzpy- 
rene could conceivably be a common denominator which 
would explain the sets of diverse statistics on the greater 
increase in lung cancer in smokers and among city folks 
. . » 88 Opposed to non-smokers and the folks on the farm.” 


American, January, 1955 
“Everybody’s Doc” 


The “Interesting People” section contains a brief profile on 
Dr. Clifford Anderson, Washington, D. C., whose tape- 
recorded radio programs on health subjects are played over 
stations in foreign countries. 


Good Housekeeping, January, 1955 
“Pain in the Neck,” by Maxine Davis 


“It can be a symptom of a serious illness, a hidden injury. 
nervous tension . . . or just poor posture or a chill.” The 
author says that “a person who has a little ache in the neck 
does not have to call his doctor immediately and demand 
an examination. But if he has a slight pain that persists 
and gets worse during several days, he ought then to consult 
a doctor... his family doctor, not an orthopedic specialist, 
masseur, osteopath, or chiropractor.” 


Saturday Evening Post, Jan. 1, 1955 


“He Makes Operating Rooms Safe,” by R. M. Cunningham, 
Jr., and Greer Williams 
The story of Dr. Carl Walter, associate clinical professor 
of surgery at Harvard Medical School, who “is, by any in- 
formed estimate, American medicine’s leading authority on 
operating-room safety.” 


Saturday Evening Post, Jan. 8, 1955 


“The Doctors Who Rebuild Living Hands,” by Valeda von 
Steinberg 


“Hand surgery is so meticulous and complicated that it 
might well be called the most difficult of all surgery. For 
to restore an active, sensitive hand, the surgeon must be 
skilled in four major specialties . . . plastic, orthopedic, 
neurologic and general surgery.” The author points out that 
since World War II, surgeons specializing in this work have 
aided industrial accident cases and corrected congenital 
deformities. 
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Jones, Thomas Duckett ® New York City; born in Petersburg, 
Va., Feb. 2, 1899; University of Virginia Department of Medi- 
cine, Charlottesville, 1923; at the time of his death, president- 
elect of the National Health Council; from 1947 until the time 
of his death medical director of the Helen Hay Whitney Founda- 
tion, of which he had also been vice-president; past president 
of the American Rheumatism Association; member of the 
executive committee, formerly member of the board of directors, 
and in 1952-1953 vice-president of the American Heart Associ- 
ation, serving at one time as chairman of the association’s council 
on rheumatic fever and congenital heart disease; member of 
the Association of American Physicians, American Society for 
Clinical Investigation, New England Heart Association, and the 
American Clinical and Climatological Association; formerly 
member of the board of directors and of the committee on 
policy and budget of the New York Heart Association; a member 
of the National Advisory Heart Council of the National Heart 
Institute and later a consultant to the National Heart Institute; 
member of the National Institutes of Health and chairman of 
the advisory committee on heart disease contro] programs, di- 
vision of chronic diseases, U. S. Public Health Service; chairman, 
health division, and committee member, Study for the Ford 
Foundation, 1948-1949; from 1950 until his death a member 
of the committee on research and education, Arthritis and Rheu- 
matism Foundation; in 1950 chairman of the section on scientific 
knowledge and research, National Conference on Cardiovascular 
Diseases; member of the subcommittee on cardiovascular dis- 
eases, committee on medical research, National Research Coun- 
cil, from 1942 to 1946; later chairman of the subcommittee on 
rheumatic fever, Children’s Bureau, Federal Security Agency; 
specialist certified by the American Board of Internal Medicine; 
lecturer on medicine at Harvard Medical School in Boston, 
where he was formerly assistant professor of medicine; president 
of the Protein Foundation and chairman of the commission on 
plasma fractionation and related processes, University Labora- 
tory of Physical Chemistry, Harvard University; served on the 
staffs of Massachusetts General and Children’s hospitals, the 
Massachusetts Eye and Ear Infirmary in Boston, and the House 
of the Good Samaritan, where he was once research director; 
died in Johns Hopkins Hospital in Baltimore Nov. 22, aged 55. 


Mosher, Harris Peyton ® Marblehead, Mass.; born in Wood- 
fords, Maine, Oct. 21, 1867; Harvard Medical School, Boston, 
1896; Walter Augustus Lecompte professor of otology and 
professor of laryngology emeritus at Harvard Medical School 
and formerly at the graduate school; chairman of the Section 
on Laryngology, Otology, and Rhinology of the American Medi- 
cal Association in the year 1932-1933; for many years president 
of the American Board of Otolaryngology; past president of the 
American Academy of Ophthalmology and Otolaryngology, and 
in 1937 recipient of its gold Medal of Honor for distinguished 
service in the field of otolaryngology and for fostering graduate 
education in this specialty; in 1934 received the De Roaldes 
Award of the American Laryngological Association; past presi- 
dent of the American Otological Society; member of the Ameri- 
can Laryngological, Rhinological, and Otological Society, New 
England Otolaryngological Society, and the American Broncho- 
Esophagological Association; fellow of the American College 
of Surgeons; corresponding member of the Royal Medical Soci- 
ety, London; on Dec. 5, 1929, gave the Semon lecture before 
the Royal College of Physicians and Surgeons of London and 
was awarded the Semon medal from the University of London; 
on Dec. 4, 1935, gave the Miitter lecture, College of Physicians 
of Philadelphia; on Jan. 26, 1940, delivered the third Jonte 
Equen Memorial lecture of Fulton County Medical Society at 
Atlanta, Ga.; veteran of the Spanish-American War; during 
World War I member of the joint committee on ophthalmology 
and otolaryngology, General Medical Board, U. S. Army, and 
served overseas with the first Harvard Hospital unit and in the 
Surgeon General's office in Washington; served on the staffs of 





@ Indicates Member of the American Medical Association, 


the Massachusetts Eye and Ear Infirmary and the Massachusetts 
General Hospital; five surgical instruments bear his name: re- 
ceived honorary doctor of science degrees from the University 
of Pennsylvania, Philadelphia, in 1926, Colby College, Water- 
ville, Me., in 1937, Wayne University, Detroit, in 1939, and 
Jefferson Medical College, Philadelphia, in 1942; died in Salem 
(Mass.) Hospital Nov. 4, aged 87, of coronary thrombosis. 


Snell, Albert Conrad © Rochester, N. Y.; born in Geneva, N. Y., 
May 8, 1871; University of Pennsylvania Department of Medi- 
cine, Philadelphia, 1898; specialist certified by the American 
Board of Ophthalmology; lecturer in ophthalmology, University 
of Rochester School of Medicine and Dentistry, where he or- 
ganized the department when the school was started in 1925: 
chairman, 1940-1941, and vice-chairman, 1935-1936, Section on 
Ophthalmology, American Medical Association, chairman of 
a special committee of that section on “visual economics,” 
which had to do particularly with workmen’s compensation for 
diseases and injuries of the eye; served as chairman of a com- 
mittee of the American Medical Association to draw up a list 
of standards of vision that should be required for granting 
licenses to automobile drivers; these standards were adopted by 
the Association at its meeting in San Francisco in 1938, for 
recommendation to state licensing agencies; in 1938 was chosen 
and in 1939 resigned as president-elect of the American Academy 
of Ophthalmology and Otolaryngology; past president and 
secretary of the Medical Society of the County of Monroe; in 
1953, the Rochester Academy of Medicine, of which he was a 
former secretary, awarded him the David Kaiser medal; member 
of the American Ophthalmological Society, American Associ- 
ation for the Advancement of Science, and Association for 
Research in Ophthalmology; fellow of the American College of 
Surgeons; during World War I served four years as chairman 
of a medical advisory board unit; consultant in ophthalmology 
for the same board during World War II; president of the 
board of trustees of the Harley School; for 30 years chief of 
staff at Rochester General Hospital, where he was later on the 
consulting board; gave long service to the Infant Summer 
Hospital, Hillside Children’s Center, Strong Memorial Hospital, 
and Park Avenue Hospital; author of “A Treatise on Medico- 
legal Ophthalmology”; frequent contributor to medical litera- 
ture; died in the Strong Memorial Hospital Dec. 11, aged 83, 
of pulmonary embolism. 


Chandler, Fremont Augustus ® Chicago; born in Chicago Nov. 
29, 1893; Columbia University College of Physicians and Sur- 
geons, New York, 1919; professor of orthopedic surgery and 
head of the department at the University of Illinois College of 
Medicine; a director of the Illinois Surgical Institute for Children; 
formerly associate professor of bone and joint surgery at North- 
western University Medical School; past president and secretary 
of the American Board of Orthopedic Surgery; secretary from 
1932 to 1935, vice-chairman in 1935-1936, and chairman in 
1936-1937, Section on Orthopedic Surgery, American Medical 
Association; past president of the American Orthopedic Associ- 
ation, Clinical Orthopaedic Society, and the Chicago Orthopedic 
Society; in June, 1952, at the joint meeting of the Orthopedic 
Associations of the English Speaking World, was one of the 
visiting presidents of the constituent groups to whom “jewels 
of office” were presented by Queen Mother Elizabeth; formerly 
treasurer of the American Academy of Orthopaedic Surgeons; 
charter member of the American Association for the Study and 
Control of Rheumatic Diseases; member of the Central Surgical 
Society, Society of Medical History of Chicago, Institute of 
Medicine of Chicago, International Society of Orthopaedic 
Surgery and Traumatology, Sigma Sigma, Delta Upsilon, Phi 
Beta Pi, Alpha Omega Alpha, and Sigma Xi; fellow of the 
American College of Surgeons; honorary fellow of the Inter- 
national College of Surgeons; member of the Medical Corps of 
the U. S. Army, 1917-1918; lieutenant, senior grade, U. S. 
Naval Medical Reserve Corps, 1928 to 1938; one of the editors 
of “Lewis Practice of Surgery”; member of the American board 
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of associate editors of The Journal of Bone and Joint Surgery; 
attending orthopedic surgeon at the Research and Educational 
Hospitals and at St. Luke’s Hospital, where he died Dec. 24, 
aged 61, of coronary thrombosis with acute myocardial in- 
farction. 


Hunt, Earle Houston ® Clarksville, Ark.; born in Coal Hill, Ark., 
Feb. 16, 1886; Medical Department of Tulane University of 
Louisiana, New Orleans, 1909; member of the House of Dele- 
gates of the American Medical Association in 1952 and 1953; 
past president of the Arkansas Medical Society and served as 
councilor and president of the 8th and 10th district medical 
societies; for many years secretary of the Johnson County 
Medical Society; fellow of the American College of Surgeons; 
first county health officer in Johnson County and instrumental, 
with Drs. Morgan Smith and C. P. Meriwether, in drawing up 
the act establishing the Arkansas State Board of Health; served 
as associate professor of gynecology at the University of 
Arkansas School of Medicine in Little Rock; formerly physician 
to the College of the Ozarks, where he later coached the football 
team; a charter member and past president of the Rotary Club; 
for 20 years operated the Johnson County Hospital, which he 
organized; instrumental in the construction of St. Hildegarde’s 
Community Hospital, now known as the Clarksville Hospital, 
where he was the first chief of staff and later emeritus chief of 
staff; on the staffs of St. Edward’s Mercy and Sparks’ Memorial 
hospitals in Fort Smith; died in the Clarksville Hospital Nov. 16, 
aged 68, of cerebral hemorrhage. 


Cohen, Martin ® New York City; born in New York City in 
1870; Columbia University College of Physicians and Surgeons, 
New York, 1898; formerly professor of clinical ophthalmology 
at the Post-Graduate Medical School of the New York Univer- 
sity-Bellevue Medical Center; specialist certified by the American 
Board of Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology, American Ophthalmo- 
logical Society, and the Association for Research in Oph- 
thalmology; fellow of the American College of Surgeons; 
honorary consultant in surgery (ophthalmology) for the New 
York City Police Department; consultant, Hospital for Joint 
Diseases, Manhattan Eye, Ear, and Throat Hospital, and Harlem 
and University hospitals; served on the board of visitors of Man- 
hattan State Hospital for 36 years and as the board’s president 
for 18 years; died Oct. 29, aged 84, of heart failure. 


Lundholm, Joseph Sebastian © Rockford, Ill.; born in Chicago 
June 4, 1891; University of Illinois College of Medicine, Chicago, 
1913; member of the Industrial Medical Association; fellow of 
the International College of Surgeons and the American College 
of Surgeons; past president of the Winnebago County Medical 
Society and councilor of its first district; formerly vice-president 
of the Illinois State Medical Society; served during World War 
I; during World War II served on the selective service board of 
Illinois; at one time city health officer; first superintendent of the 
Rockford Municipal Sanatorium; organized the first medical 
staff of Swedish American Hospital, where he was the first chief 
of staff; died Oct. 7, aged 63, of coronary occlusion. 


Williams, Anna Wessels, Woodcliff Lake, N. J.; Woman’s Medi- 
cal College of the New York Infirmary for Women and Children, 
New York, 1891; fellow of the American Public Health Associ- 
ation; bacteriologist for the New York City Department of 
Health from 1895 to 1905, when she was appointed assistant 
director of laboratories, a position she held until she retired in 
1934; author of “Pathogenic Microorganisms” and “Streptococci 
in Relation to Man”; collaborated with Dr. William H. Park 
as author of “Who’s Who Among the Microbes”; contributed 
many articles to scientific periodicals; died in Westwood Nov. 20, 
aged 91, 


Sanford, Joseph Hoy @ St. Louis; born in Baton Rouge, La., in 
1884; Medical Department of Tulane University of Louisiana, 
New Orleans, 1908; specialist certified by the American Board 
of Urology; member of the American Urological Association; 
Past president and vice-president of St. Louis Urological Society; 
served on the faculty of Washington University School of Medi- 
cine; on the staffs of the Missouri Pacific, St. Luke’s, Barnes, 
Jewish, St. Louis Children’s, and St. Louis Maternity hospitals; 
died in North Broward General Hospital in Fort Lauderdale, 
Fla., Sept. 26, aged 70, of cardiac decompensation. 
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Adkins, Charles Marion @ Thief River Falls, Minn.; University 
Medical College of Kansas City, Mo., 1908; member of the 
American Academy of General Practice; veteran of the Spanish- 
American War; on the staff of the Northwestern Hospital; for 
many years county coroner; died Nov. 2, aged 82, of coronary 
thrombosis. 


Amsden, Henry Hubbard ® Concord, N. H.; Boston University 
School of Medicine, 1896; member of the New England Oto- 
Laryngological Society; fellow of the American College of 
Surgeons; died Sept. 14, aged 81, of cerebral hemorrhage 


Bachle, Edward Philip ® Liberty, Neb.; John A. Creighton 
Medical College, Omaha, 1906; formerly chairman of the school 
board; served as mayor; died Oct. 8, aged 72, of coronary 
disease. 

Banting, Oswald Fenton ® Richmond, Mich.; University of 
Toronto Faculty of Medicine, Toronto, Ontario, Canada, 1918; 
served during World War II; died in St. Joseph Hospital, Mount 
Clemens, Aug. 6, aged 60, of coronary insufficiency. 


Bass, Harris © Brookline, Mass.; Tufts College Medical School, 
Boston, 1913; served during World War I; for many years prac- 
ticed in Everett, where he was a member of the school committee 
and, during World War II, was the city’s assistant safety director 
and a draft board member; formerly on the staffs of the Malden 
(Mass.) Hospital, Whidden Memorial Hospital in Everett, and 
Chelsea (Mass.) Memorial Hospital; died Nov. 17, aged 63, of 
coronary thrombosis. 


Beckham, Genevieve Stuart ® St. Louis; Barnes Medical College, 
St. Louis, 1905; died Oct. 28, aged 79. 


Beckwith, Julius Hammond Jr. ® Roslyn Heights, N. Y.; New 
York University College of Medicine, 1936; affiliated with New 
York City Hespital, North Country Community Hospital in 
Glen Cove, and the North Shore Hospital in Manhasset; died 
in Glen Cove Nov. 9, aged 45, of accidental drowning. 


Blackburn, Arthur Byron ®@ Latrobe, Pa.; Medico-Chirurgical 
College of Philadelphia, 1908; affiliated with the Latrobe 
Hosvital, where he died Aug. 10, aged 69, of cerebral hemor- 
rhage. 


Blake, Clough Henry, Greenwood, S. C.; Medical College of the 
State of South Carolina, Charleston, 1911; also a graduate in 
pharmacy; formerly vice-president of the South Carolina Medi- 
cal Association; served as a member of the state medical 
examining board; died Oct. 15, aged 69, of thrombosis of the 
abdominal aorta. 

Bogart, Harry Dalton ® Marianna, Ark.; University of Arkansas 
School of Medicine, Little Rock, 1906; served during World 
War I; died in the Methodist Hospital, Memphis, Tenn., Nov. 13, 
aged 72, of myocardial infarction. 


Bouchelle, Louis Brown ® New Smyrna Beach, Fla.; Atlanta 
Medical College, .1891; died Sept. 5, aged 84, of carcinoma of 
the liver. 

Cannady, Nicholas Boddie ® Dothan, Ala.; Jefferson Medical 
College of Philadelphia, 1912; specialist certified by the Ameri- 
can Board of Pediatrics; member of the American Academy of 
Pediatrics; past president and secretary of the Houston County 
Medical Association; served in France during World War I; on 
the staff of the Moody Hospital, where he died Nov. 15, aged 66, 
of glioblastoma multiforme. 


Clark, John Benjamin ® Coalgate, Okla.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1897; served 
during World War I; for several years alderman and mayor of 
Coalgate; died Nov. 16, aged 80, of arteriosclerosis. 

Clark, Walter Milton @ Schenectady, N. Y.; Albany (N. Y.) 
Medical College, 1896; formerly city health officer; member 
of the draft exemption board during World War I; on the staffs 
of the Ellis and City hospitals; died Nov. 10, aged 80, of arterio- 
sclerosis. 

Colletti, Anthony Alphonso @ Brooklyn; Medical College of 
Virginia, Richmond, 1925; associated with the Shore Road Hos- 
pital; died Nov. 24, aged 57. 

Cooke, Helen West, Cleveland Heights, Ohio; Woman's Medical 
College of the New York Infirmary for Women and Children, 
New York, 1897; died Sept. 16, aged 81. 
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Craig, Claud C., Urbana, Ohio; Cleveland Medical College, 
Homeopathic, 1897; formerly mayor; served on the staff of 
Champaign County Hospital; died Nov. 13, aged 81, of coronary 
sclerosis. 


Dudley, William Brown, Martinsville, Va.; Medical College of 
Virginia, Richmond, 1914; chief of staff at Martinsville General 
Hospital, where he died Nov. 3, aged 66. 

Fay, Frederick Oliver ® Norfolk, Va.; Medical College of 
Virginia, Richmond, 1930; served during World War II; on the 
staffs of DePaul, Norfolk General, and Leigh Memorial hos- 
pitals; died Nov. 13, aged 50, of coronary thrombosis. 


Fialko, Abraham, Rome, N. Y.; Universitat Bern Medizinische 
Fakultaét, Switzerland, 1931; affiliated with the Rome State 
School; died Oct. 19, aged 66, of cardiac failure and hyper- 
tension. 

Fowler, Harry Atwood ® Washington, D. C.; Johns Hopkins 
University School of Medicine, Baltimore, 1901; past president 
of the Medical Society of the District of Columbia; member of 
the American Association of Genite-Urinary Surgeons and the 
American Urological Association; fellow of the American 
College of Surgeons; formerly on the faculty of Howard Univer- 
sity College of Medicine; consultant at the Central Dispensary 
and Emergency Hospital; died Nov. 18, aged 82. 


Gerst, Ernst Georg ® Jackson Heights, N. Y.; Ludwig-Maxi- 
milians-Universitat Medizinische Fakultat, Miinchen, Bavaria, 
Germany, 1903; died in the Queens General Hospital in Jamaica, 
Sept. 15, aged 75, of osteoporosis. 


Hagerty, Thomas Walter @ Stockton, Calif.; Northwestern 
University Medical School, Chicago, 1912; specialist certified 
by the American Board of Psychiatry and Neurology; member 
of the American Psychiatric Association; superintendent at 
Camarillo (Calif.) State Hospital from 1936 to 1949, when he 
accepted the same position at the Stockton State Hospital; died 
in St. Joseph’s Hospital Nov. 9, aged 68, of cerebrovascular 
thrombosis. 


Hancock, William Garrison, Rison, Ark.; University of Arkansas 
School of Medicine, Little Rock, 1915; secretary of the Cleve- 
land County Medical Society; served as county health officer; 
for many years examining physician for the Cotton Belt Railway; 
on the staff of Davis Hospital, Pine Bluff; died Nov. 13, aged 67, 
of a heart attack. 


Harper, Ina Morriss © Benton Harbor, Mich.; Tulane University 
of Louisiana School of Medicine, New Orleans, 1932; specialist 
certified by the American Board of Pediatrics; died in Blodgett 
Memorial Hospital, Grand Rapids, Sept. 24, aged 55, of a skull 
fracture, ruptured spleen, and multiple fractures received when 
a store she was in was struck by a car. 


Hazard, Elmer Clarke ® Long Branch, N. J.; Maryland Medical 
College, Baltimore, 1904; member of the Medical and Chirur- 
gical Faculty of Maryland; owner of the hospital bearing his 
name; chairman of the board of directors of the New Jersey 
Trust Company; died Nov. 6, aged 74, of cerebral thrombosis 
and arteriosclerosis. 


Hoffman, Charles W., Rimersburg, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1904; died Sept. 22, aged 82, of 
senility. 

Holland, Martin Luther ® Denton, Texas; Memphis (Tenn.) 
Hospital Medical College, 1911; fellow of the American College 
of Surgeons; past president of the Denton County Medical 
Society; served during World War I; medical director and owner 
of the Denton Hospital; died in the Medical Arts Hospital in 
Dallas Oct. 14, aged 68, of coronary disease. 


Howard, William H. ® Hampton, Va.; Medical College of Vir- 
ginia, Richmond, 1903; died in the Dixie Hospital Sept. 14, 
aged 76, of myasthenia gravis. 

Hoyt, William Welles, Berlin, N. Y.; Harvard Medical School, 
Boston, 1901; served during World War I; at one time associated 
with the U. S. Public Health Service; died in the Mary Mc- 
Clellan Hospital Nev. 30, azed 78, of arteriosclerosis. 
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Ingram, Lillian Margaret, Albany, Ga.; University of C hicago 
School of Medicine, 1938; interned at the Ball Memoriaj 
Hospital, Muncie, Ind., where she served a residency; formerly 
resident at the Medical College of Virginia, Hospital Division 
Richmond, and the Henrietta Egleston Hospital for Children 
in Atlanta; on the staff of the Phoebe Putney Hospital, where 
she died Nov. 15, aged 46, of radiation fibrosis and pneumonia, 


Jeancon, Etta Charlotte © Los Angeles; Eclectic Medical Col. 
lege, Cincinnati, 1905; specialist certified by the American Board 
of Ophthalmology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the American 
College of Surgeons; on the staffs of the Childrens Hospital, 
Hospital of the Good Samaritan, and the Orthopaedic Hospital; 
died Oct. 30, aged 72, of adenocarcinoma of the colon. 


Joslin, De Ella Brown, Sacramento, Calif.; Eclectic Medical 
Institute, Cincinnati, 1899; died Sept. 17, aged 85. 


Kerr, George Austin, Chicago; Jenner Medical College, Chicago, 
1910; served during World War I; resident physician at the 
Bethany Sanitarium and Hospital, where he died Nov. 13, 
aged 78, of uremia. 


Kiernan, Joseph O’Connor © Albany, N. Y.; Albany Medical 
College, 1919; specialist certified by the American Board of 
Obstetrics and Gynecology; fellow of the American College of 
Surgeons; professor of obstetrics at his alma mater, where he 
was a member of the executive faculty; affiliated with Memorial 
Hospital of Greene County in Catskill, Moses-Ludington Hos- 
pital in Ticonderoga, and A. N. Brady, Memorial, and St. Peter's 
hospitals; died Nov. 22, aged 57, of coronary disease. 


Knott, Charles Otterbein ® Washington, D. C.; George Washing- 
ton University School of Medicine, 1912; formerly on the faculty 
of his alma mater; on the staffs of the Providence and George 
Washington University hospitals; died Nov. 13, aged 73. 


Kurtz, Clarence D., New Philadelphia, Ohio; Starling Medical 
College, Columbus, 1891; local examiner for the Civilian 
Military Training Corps; on the staff of the Union Hospital; for 
many years surgeon for the Baltimore and Ohio Railroad: died 
Nov. 8, aged 84, 


Little, Alonzo Worthington Jr., Jersey City, N. J.; College of 
Physicians and Surgeons, Baltimore, 1912; served during World 
War I; retired medical director of the Hudson County General 
Hospital in Jersey City and of the Alms House in Secaucus; died 
in Mount Bethel Nov. 14, aged 69, of cerebral hemorrhage. 
Low, William Edgar ® Johnson City, N. Y.; Albany (N. Y.) 
Medical College, 1912; served during World War 1; formerly 
health officer at Richmondville and deputy health officer for 
Johnson City; on the staff of Ideal Hospital in Endicott and of 
Charles S. Wilson Memorial Hospital, where he died Oct. 26, 
aged 65, of cerebral thrombosis. 


McAlpine, Louis Allen ® Portsmouth, Va.; Medical College of 
Virginia, Richmond, 1916; member of the Southeastern Surgical 
Congress; fellow of the American College of Surgeons; on the 
staffs of the King’s Daughters Hospital and the Maryview 
Hospital, where he died Oct. 17, aged 60, of cerebral throm- 
bosis. 


McCarthy, Daniel Joseph ® Marion, Ind.; Georgetown Univer- 
sity School of Medicine, Washington, D. C., 1899; fellow of the 
American College of Surgeons; formerly practiced in Davenport, 
lowa, where he was on the staffs of the Mercy and St. Luke's 
hospitals; retired in 1951 as surgeon for the Pennsylvania Rail- 
road after serving 19 years; died in Marion County Nov. 9, aged 
80, of pneumonia and cerebral arteriosclerosis. 

Mackay, John Gordon, Auburn, Calif.; Trinity Medical College, 
Toronto, Canada, 1901; died Sept. 12, aged 76. 

Marin, Louis Raymond, Northampton, Mass.; Laval University 
Medical Faculty, Montreal, Canada, 1900; died Nov. 6, aged 78. 
Miller, Eli Abraham ® Denver; University of Colorado School 
of Medicine, Denver, 1919; died Nov. 9, aged 58. 


Misamore, Edward Warren @ Findlay, Ohio; Ohio Medical 
University, Columbus, 1906; at one time health commissionet 
of Findlay; an honorary member of the staff of Blanchard 
Valley Hospital, where he died Nov. 6, aged 77, of strangulatcd 
hernia. 
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Morris, Benjamin Smith ® Quinter, Kan.; University of Kansas 
School of Medicine, Kansas City, 1925; died in Kansas City 
Oct. 24, aged 54. 


Moseley, Dan Parrott, Philadelphia; Jefferson Medical College 
of Philadelphia, 1949; formerly served with the U. S. Air Force; 
interned at the Philadelphia General Hospital; a resident at the 
Veterans Administration Hospital, where he died Oct. 2, aged 
28, of papillary adenocarcinoma, primary site undetermined, 
with metastases. 


Pollock, Mahlon Estill, Washington, Ky.; University of Louis- 
ville (Ky.) Medical Department, 1902; on the staff of the Hays- 
wood Hospital in Maysville, where he died Nov. 18, aged 75, 
of carcinoma of the esophagus. 


Rathert, Edward Theodore ® Chilton, Wis.; Rush Medical 
College, Chicago, 1900; for many years city health officer and 
for several terms county coroner; on the associate staff of St. 
Agnes Hospital in Fond du Lac; died Sept. 1, aged 82, of cerebral 
thrombosis. 


Rice, John Marcus © Watertown, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1933; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; served during World 
War II; attending physician and chief of medical services, 
House of the Good Samaritan, where he died Dec. 1, aged 46, 
of subarachnoid hemorrhage from a ruptured aneurysm. 


Root, Robert © Yonkers, N. Y.; Medizinische Fakultét der 
Universitat, Vienna, Austria, 1932; specialist certified by the 
American Board of Anesthesiology; member of the American 
Society of Anesthesiologists; served during World War II; di- 
rector of anesthesiology at St. Elizabeth’s Hospital; died in St. 
Vincent’s Hospital Nov. 17, aged 47, of brain tumor. 


Schoenau, Carl William ® Montclair, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1933; specialist certified 
by the American Board of Urology; fellow of the American 
College of Surgeons; on the staffs of the Montclair Community 
Hospital, East Orange (N. J.) Hospital, and the Mountainside 
Hospital, where he died Nov. 11, aged 49. 


Severson, Irwin Wint © Scranton, Pa.; Columbia University 
College of Physicians and Surgeons, New York, 1906; past 
president of the Lackawanna County Medical Society; for many 
years city bacteriologist; served on the staff of the West Side 
Hospital; died in Clarks Summit (Pa.) State Hospital Nov. 6, 
aged 74, of arteriosclerosis and myocardial infarction. 


Shafer, Harry Lee @ Cornell, Ill.; Jenner Medical College, 
Chicago, 1915; past president of the Livingston County Medical 
Society; an Associate Fellow of the American Medical Associ- 
ation; formerly county coroner; died in Knights Templar Home 
in Paxton Nov. 11, aged 67, of cardiac failure. 


Shank, Paul Justin © Dayton, Ohio; University of Michigan 
Medical School, Ann Arbor, 1926; specialist certified by the 
American Board of Surgery; fellow of the American College of 
Surgeons; on the staffs of the Miami Valley and Good Samaritan 
hospitals; died in Columbus Nov. 20, aged 51, of coronary 
sclerosis. 


Shull, Russell Jamison, Hugo, Okla.; University of Louisville 
(Ky.) Medical Department, 1903; served during World War 1; 
for 15 years held the rank of major in the Oklahoma National 
Guard, for which he was state surgeon; for three years physician 
at Oklahoma Agricultural and Mechanical College in Stillwater; 
died Nov. 4, aged 75, of a heart attack. 


Siff, Hirsh, New York City; Long Island College Hospital, 
Brooklyn, 1912; for many years on the staff of the Bronx 
Hospital; died Nov. 9, aged 81, of a heart attack. 


Siwka, Isidore J., Detroit; Temple University School of Medicine, 
Philadelphia, 1920; served during World War I; died in Veterans 
Administration Hospital, Dearborn, Sept. 10, aged 61, of myo- 
cardial infarction. 


Smith, Donald H. © Fairview, Okla.; University of Tennessee 
College of Medicine, Memphis, 1938; served during World War 
ll; died Nov. 16, aged 43, of complications from a perforated 
ulcer, 
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Stoskopf, George, Rockcreek Station, Ohio; University of 
Wooster Medical Department, Cleveland, 1892; died in Ashta- 
bula General Hospital in Ashtabula Sept. 8, aged 95 


Strong, Walter, Philadelphia; Hahnemann Medical College and 
Hospital of Philadelphia, 1890; died Nov. 2, aged 84, of chronic 
myocarditis. 

Tanner, James Wallace ® Eau Claire, Wis.; Rush Medica! 
College, Chicago, 1929; specialist certified by the American 
Board of Ophthalmology and the American Board of Otolaryn- 
gology; member of the American Academy of Ophthalmology 
and Otolaryngology; on the staffs of the Luther and Sacred 
Heart hospitals; died Nov. 17, aged 61, of an accidental gunshot 
wound received while he was loading a gun into a car. 


Thaxton, John M., Jackson, Ga.; Georgia College of Eclectic 
Medicine and Surgery, Atlanta, 1894; died Sept. 18, aged 83, 
of cerebrovascular accident. 


Thomas, Charles Frederick ® Port Huron, Mich.; Western Re- 
serve University School of Medicine, Cleveland, 1919; member 
of the International College of Surgeons; fellow of the American 
College of Surgeons; past president of St. Clair County Medical 
Society; on the staff of the Port Huron Hospital; died Oct. 27 
aged 60, of carcinoma of the lung. 


Thomas, Charles S., Laredo, Mo.; University Medical College 
of Kansas City, 1903; died Oct. 7, aged 80, of pulmonary 
infarction. 


Toler, Enoch McLain @ Clinton, La.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1900; state senator; secre- 
tary of the East and West Feliciana Bi-Parish Medical Society; 
member of the American Academy of General Practice; presi- 
dent of the Clinton Infirmary and the Clinton Bank and Trust 
Company; died Oct. 21, aged 79, of bronchopneumonia and 
cerebral thrombosis. 


Vail, Eli Horning © Churchville, N. Y.; University of Buffalo 
School of Medicine, 1901; served during World War I; during 
World War II served as medical examiner for the Selective 
Service Board; health officer: member of the school board: died 
Nov. 3, aged 76, of bronchogenic carcinoma. 


Wagner, James Alois ® Primghar, lowa; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; served as county coroner and as health officer 
of the town of Primghar; surgeon for the Illinois Central Rail- 
road; affiliated with Sioux Valley Hospital in Cherokee; died 
Oct. 28, aged 73, of injuries received when his car hit a freight 
train, 


Waldrop, Allen Marion ® Jasper, Ala.; University of the South 
Medical Department, Sewanee, Tenn., 1908; for many years 
county health officer; served during World War]; died Oct. 15, 
aged 74. 


Williamson, James Dorsey © Castroville, Texas; University of 
Arkansas School of Medicine, Little Rock, 1938; member of 
the American Academy of General Practice, Texas Academy 
of General Practice, Private Clinics and Hospitals Association 
of Texas, and Texas Hospital Association; past president and 
secretary of the Bexar County Medical Society; health officer 
of Castroville; for many years on the staff of Santa Rosa Hospital! 
in San Antonio; died Sept. 2, aged 41, of coronary occlusion. 
Williard, George Washington ® Tiffin, Ohio; Ohio Medical 
University, Columbus, 1900; for many years served as a member 
of the Tiffin Board of Health, of which he was also vice-president 
served during World War I; died Nov. 20, aged 78. 


DIED WHILE IN MILITARY SERVICE 





Nowland, John Mahlon, Springfield, Ohio; Ohio State 
University College of Medicine, Columbus, 1952; entered 
the Medical Corps of the U. S. Army Reserve on June 23, 
1952; captain serving on the staff at Brooke Army 
Hospital in San Antonio, Texas, where he interned and 
where he died Oct. 7, aged 29, of cancer. 
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FOREIGN LETTERS 


COLOMBIA 


Indirect Transmission of Rat Leprosy by Fleas——In THE 
JouRNAL (121:378 [Jan. 30] 1943) there is an abstract of an 
article by Dr. Munoz Rivas from Revista de la Facultad de 
Medicina, on the transmission of leprosy by fleas. The author 
concluded that fleas transmit leprosy and that extermination of 
fleas should be a part of the campaign against leprosy. The 
author has since published several articles reporting the results 
of experimental work in which he found that fleas in the floors 
of rooms of patients with leprosy played an important role in 
the transmission of leprosy. In October at a meeting of the 
Academia de Medicina de Rio de Janeiro the author reported 
that he had succeeded in transmitting rat leprosy indirectly by 
means of fleas. He studied the following questions: 1. Does the 
virulence of Mycobacterium lepraemurium last longer when the 
organisms are maintained in floors with fleas? 2. Do the digestive 
tracts of these insects contain a large number of Myco. leprae- 
murium, as is the case with the stomach of larvas fed on dejecta 
of adult fleas from floors of rooms of patients with leprosy? 
3. Do fleas from encased stages of infected larva contain in 
their stomach the bacilli, before biting patients? 4. Do fleas 
from infected breeding places transmit rat leprosy? The speaker 
described in detail the methods used in his experiments, analyzed 
the results of inoculation in 27 groups of rats and mice, and 
concluded that, in floors of earth in which there are fleas, Myco. 
lepraemurium loses its virulence provided no flea larvas are 
present. When the bacilli are fed on dried blood in a breeding 
place with larvas and fleas, they pass the pupal stage and infect 
the fleas coming from these larvas. Subcutaneous injection of a 
suspension of triturated fleas, harboring the organisms in the 
stomach before biting for the first time, can transmit rat leprosy 
to rats and mice. The transmission of rat leprosy in one of the 
author’s experimenis was obtained after six months of placing 
infected food in the experimental breeding place of the fleas. 
Indirect transmission of rat lepresy by means of fleas definitely 
occurs under experimental conditions when triturated adult fleas 
from infected larvas are injected. Animals free in nature are 
probably infected when they eat food containing fleas from 
infected places and also when infected fleas are triturated and 
rubbed against the skin during scratching. Because of the simi- 
larity between Myco. leprae and Myco. lepraemurium the author 
believes that the possibility that human leprosy may be trans- 
mitted by fleas cannot be ignored. 


DENMARK 


Chloramphenicol for Typhoid Fever.—There are about 150 
known typhoid carriers in Denmark, but the public health meas- 
ures taken to deal with them are on the whole adequate. A 
small epidemic in the winter of 1953-1954 in one of the Danish 
islands was a reminder that the supervision of chronic carriers 
cannot be too close. The 62-year-old carrier responsible for this 
milk-borne epidemic of 27 cases had been the cause of typhoid 
six years earlier in two patients, one of whom died. On the 
present occasion she was admitted to the hospital and, treat- 
ment with chloramphenicol having failed to stop the passing 
of typhoid bacilli in the stools, she underwent cholecystectomy. 
After the removal of her gallbladder, which contained a stone, 
further treatment with chloramphenicol proved successful, as 
shown by successive stools negative for typhoid organisms. All 
the 27 patients recovered, although perforation of the small 
intestine occurred in one, The chloramphenicol, given by mouth 
to most of the patients, was administered four times a day, the 
total dose being 1 gm. for patients over the age of 12 years and 
0.5 gm. for patients under this age. The dose was doubled in 
the case of children when the drug was given per rectum be- 
cause it provoked vomiting when given by mouth. This treat- 
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ment was continued for about a week after the temperature 
had fallen to normal. In nearly every patient the temperature 
began to fall as soon as this treatment was started. In his dis- 
cussion of this outbreak and the steps taken to control it, Dr, 
Paul Horstmann, whose report is published in Ugeskrift for 
leger for Nov. 4, 1954, pointed out that in 12 of these patients 
a relapse occurred in the course of the treatment with chlor- 
amphenicol. He concluded that the dosage used may have been 
too small. Even so the dosage used was followed by a shorten- 
ing of the duration of the fever as judged by the records of 
earlier outbreaks not so treated. Another point in favor of 
chloramphenicol was that none of the 27 patients, 16 of whom 
were under the age of 15, became carriers. 


Dangers of Confinement to Bed.—Dr. E. H. Thaysen of medi- 
cal department B of the Bispebjerg Hospital studied 3,275 pa- 
tients who were admitted to and discharged from this hospital 
during 1950. About two-thirds of these patients were women, 
and the number of the patients under and over the age of 50 
was about equal. About one-fifth of the patients had been con- 
fined to bed for at least a week, although early ambulation is 
the rule at this hospital. Among the 27 patients who died of 
pulmonary embolism there were 10 whose death was presum- 
ably due to thrombosis that had developed in the hospital in a 
lower extremity. All 10 had been confined to bed for a week 
or more before they died. These 10 represented about 5% of 
all the elderly patients confined to bed. All the 13 patients in 
whom pneumonia developed in the hospital had also been pa- 
tients who had been confined to bed. By far the most common 
nosocomial complication in this series was pyuria, usually exist- 
ing in the form of simple cystitis that cleared up before the 
patients were discharged from the hospital. In spite of conszien- 
tious nursing and modern antibiotic and chemotherapeutic 
agents, many cases of pyuria in women did not clear up till 
the patient had been allowed out of bed. While pyuria was the 
rule rather than the exception for older women confined to 
bed, only about 1% of the men suffered from it, and it occurred 
in less than 2% of the men confined to bed. Constipation, bed 
sores, cholecystitis. and acute attacks of gout were also associ- 
ated with confinement to bed. About 50% of the complications 
traceable to rest in bed overtook a comparatively small group 
of elderly patients requiring only simple care and nursing. Dr. 
Thaysen, whose study is published in Ugeskrift for leger for 
Oct. 14, 1954, pointed out that about 14% of his hospital's 
accommodation, expressed in terms of sickness days, was 
monopolized in 1950 by 304 patients who presented no diag- 
nostic problems and required no special treatment but were 
merely in need of good nursing. 


Treatment of Pulmonary Tuberculosis.—At a county tuberculo- 
sis hospital Drs. P. Helweg-Larsen and K. N. Rasmussen have 
treated 75 patients with pulmonary tuberculosis in 1952 and 
1953 in two groups. The patients in one group were given iso- 
niazid (INH) alone and the patients in the other group a com- 
bination of INH and p-aminosalicylic acid (PAS). The dosage 
of isoniazid was at first 10 mg. per kilogram of body weight. 
Given by mouth, this dose caused nausea and was therefore 
halved without any apparent diminution of effect. The dose of 
p-aminosalicylic acid was 10 to 16 gm. daily given in three 
portions. Isoniazid by itself was effective at first, but it had to 
be abandoned after a time because isoniazid-resistant strains of 
tubercle bacilli developed in a few months. This resistance did 
not follow the administration of isoniazid with p-aminosalicylic 
acid. The combination was so effective that all the 34 patients 
thus treated had negative sputum in less than four months. This 
investigation, reported in Ugeskrift for leger for Oct. 21, 1954, 
indicates that the combination of the two drugs is much more 
satisfactory than isoniazid alone. Streptomycin has lost some 
of its popularity because of the occasional but sometimes serious 
side-effects resulting from its use, the local discomfort at the 
site of injection, and its high cost. It may yet prove useful, how- 
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ever, when the other drugs have failed to prevent the develop- 
ment of resistant strains and possibly also when a profusion of 
tubercle bacilli seems to call for heroic measures. 


Theft of Drugs from Motorcars.—In their campaign against the 
abuse of narcotics in Copenhagen, the police have found it nec- 
essary to appeal to the Danish Medical Association to cooperate 
in reducing to a minimum the possibilities for stealing drugs 
from physician’s motorcars. Physicians are urged to keep their 
dangerous drugs locked up in the baggage compartments of 
their cars. 


ENGLAND 


Executive Councils in Conference.—The Executive Councils are 
these bodies that supervise the general medical, dental, and 
pharmaceutical service. At their annual meeting in Southport 
in October, Sir Henry Cohen said that his committee had recog- 
nized the disadvantages of single practice. This must, however, 
continue for geographical reasons and also because some physi- 
cians prefer to work alone. The committee believed that the real 
advantage of the functional integration of the general practi- 
tioner service lay in group practice, which provides adequate 
leisure for recreation and study. A group can pool its resources 
of knowledge, services, and equipment. With group practice also 
the service of general practitioners in hospitals is more prac- 
ticable. The committee has been criticized for denouncing health 
centers as defined in the National Health Service Act. Health 
centers in their modern form were not first conceived in that 
act—they were first put forward by the Medical Planning Com- 
mission of the British Medical Association. The concepts of a 
healih center and of group practice are not mutually exclusive. 
A true health center must have a group practice, but group 
practice can exist without a health center. The difficulties in the 
way of providing health centers as conceived in the act, one of 
the chief of which is construction, are enormous. 

The committee upheld the Ministry’s original contention, that 
private patients were not entitled to drugs prescribed on the 
official forms. For this stand it has been severely criticized, but 
the final decision of the committee was determined by one major 
concept. If you allow patients who pay their physician a fee 
privately to have drugs under the National Health Service you 
are creating within the service two standards of general practice, 
with all the disadvantages thereof. 

The Minister of Health said that six years of the National 
Health Service had seen many minor improvements and one 
particularly noticeable landmark, the Danckwerts award, to- 
gether with the recommendations of the Working Party, which 
were, (1) reduction in size of larger lists, resulting in a more 
even distribution; (2) attraction of physicians to areas in which 
the ratio of physicians to population was low; (3) encouragement 
of medical partnerships; and (4) stimulation of group practice. 
These arrangements came into operation in April, 1953, and 
caused an increase in the number of physicians in general 
practice that was three times greater than the number in the 
earlier years of the service. The number of physicians who took 
refresher courses in 1953 was 10% greater than before. The 
College of General Practitioners has had a vigorcus growth ever 
since its inception. Partnerships are increasing; 45% of all 
practices are now partnerships, and during 1953 well over 1,000 
physicians became members of firms, the number practicing 
single-handed falling by 312. Most of those who ceased to be 
assistants in that year were taken into partnerships. 

The Minister regards standards of office and waiting room 
accommodations to be a matter for the profession to regulate 
and not a matter for action by his office. He stressed the fact 
that if 10% of the 120 million dollars spent on drugs could be 
saved, this amount could be diverted to much needed work in 
mental hygiene, chiropody services for older persons, and aid 
for the handicapped. 


Opening of First Essex Health Center.—Mr. Aneurin Bevan in 
opening a new health center at Harold Hill said that group prac- 
lice by general practitioners is the ideal condition for good medi- 
cal practice (Brit. M. J. (supp.) 2152 [Oct. 23] 1954). As Minister 
of Health at the time the National Health Service was launched 
he became aware that a health service requires three elements 
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(the patient, the physician, and society) that are not always on 
good terms with one another. Physicians sometimes give the 
impression that they think the other two are there in order to 
care for them; patients take a slightly grudging attitude to both 
and society, represented by the central government and the local 
authority, has to provide the apparatus the physician wishes to 
use for his patients. The physician is never satisfied that the 
apparatus is good enough for its purpose, and the central or 
local government is often satisfied that the physician may not 
be good enough for the apparatus. Administration consists in 
arbitrating between these varying viewpoints. The best members 
of the medical profession and the best type of health administra- 
tors put their heads together and ask how the best sort of 
physical apparatus can be provided to enable the best sort of 
physician to use it intelligently on behalf of his patients. To 
that problem the health center is the solution. Some wanted 
health centers to be much larger than those provided, but Mr. 
Bevan oppesed such a policy, because, if the health center is 
too big, it will compete with the outpatient department of the 
large hospitals, and the nation cannot afford such a duplication. 

The whole conception of the National Health Service is that 
the general practitioner should be able to call in a consultant 
or send the patient to a specialist as quickly as possible. If in 
so doing the general practitioner loses sight of his patient, the 
problem is one for the medical profession to solve. 


Design of Hospital Buildings.—The Minister of Health, opening 
a conference on the design of health buildings at the Royal 
Institute of British Architects in London in October, said that 
by the end of the present fiscal year over 168 million dollars 
worth of construction would have been carried out in National 
Health Service buildings since 1948. Capital expenditure is now 
running at $30,800,000 a year. Large as that amount seems, it 
is small in relation to the vast amount of construction needed. 
The Ministry has concentrated on comparatively modest projects 
to ensure that the money available is distributed as widely as 
possible and that it yields the most rapid return. Although this 
is not the ideal state of affairs for the architect, it challenges 
his ingenuity. Apart from financial limitations the advance of 
medical science is rapidly making the ordinary general hospital 
less and less a place for bed rest and more and more a place for 
concentration within a limited period of the various skills and 
techniques that can now be brought to bear. This means a funda- 
mental change in the conception of the hospital building itself. 
Ideally such a change calls for an entirely new set of hospitals, 
but such an objective is unrealistic. The aim must be to adapt 
existing hospitals to fit the new conception. Operating cos's are 
also important. The Ministry plans to circulate bulletins on 
various aspects of Health Service building design and con- 
struction. Hitherto central responsibility for the scrutiny of 
building plans had been exercised almost entirely by ad hox 
study of each project of any size, and this will continue. The 
bulletins will represent the combined thought of physicians and 
architects. The architects will not be cramped by rigid pre- 
scription of details but will be given welcome and authoritative 
guidance on many points. 


Toilet Paper.—The British Medical Journal of Oct. 30 reports 
a fragment of correspondence between the Ministry of Health 
and a certain hospital management committee concerning the 
composition, strength, and size of toilet paper. The Ministry 
takes exception to the quality of the paper purchased by the 
committee. It is said to contain 20% “mechanical wood” and 
to burst at 5% to 7 Ib. pressure, whereas the specified 
minimum burst is at 8 Ib. Again, the pieces are 6% in. 
long instead of the prescribed 6 in., which means, as a little 
calculation shows, that instead of getting 100 pieces in a roll 
the hospital is getting only 92. Even that is not all, for, if 
the hospital rolls weigh 12 oz. including the core, the Stationery 
Office rolls weigh 12 oz. without the core, another loss of 5% 
to the hospital. The management committee points out that its 
12 oz. rolls do exclude the core, so that the 5% shortage does 
not arise. As for the length of the pieces, it is considered that 
6% in. provides a greater margin of safety than 6 in. No adverse 
effects have been observed from using paper of lower bursting 
strength or including mechanical wood. The management com- 
mittee claims that by using a toilet paper that does not comply 
with specifications about $560 a year is saved. 
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Health Service Offenses.—In the House of Commons, Mr. W. 
Hamilton (Labor) asked the Secretary of State for Scotland how 
many physicians and dentists had been found guilty of offenses 
within the Health Service in each of the past five years and 
whether he would ensure that full publicity was given to the 
names of such offenders. Mr. J. Stuart stated on Oct. 19 that 
since July, 1948, two physicians and four dentists in Scotland 
had been excluded from practice in the Health Service. Sums of 
money had been withheld from remuneration on 44 occasions 
involving 43 physicians, and on 148 occasions involving 92 
dentists, in respect of breaches of their terms of service. Full 
publicity was given to cases involving exclusion from practice, 
but it would not as a rule be fair to the practitioner or in the 
public interest to publish names in other cases. Mr. Hamilton 
asked if there was any good reason why the name of a physician 
or dentist who was in effect sabotaging the Health Service ought 
not to be given full publicity. Mr. Stuart said that if confidence 
in a physician or dentist is not retained he is excluded from 
the Service and the name is published, but he does not think it 
would be right to do that in other cases, because it would destroy 
confidence in the practitioner. 


Local Authorities and the Hospital Service.—Ever since the in- 
ception of the National Health Service most local ‘authorities 
have contended that they were the right bodies to administer 
the hospital service, rather than the central government. The 
West Riding County Council has approved a resolution from its 
law and parliamentary committee wholly opposing the return 
of any part of the hospital service to local authorities (Yorkshire 
Post, Oct. 21). The committee had earlier considered a memoran- 
dum on local government reorganization from the County Coun- 
cils Association, which recommended that (1) more responsibility 
can and should be given to local authorities in the administration 
of hospitals, and (2) the assumption by the local health authority 
of the function of executive councils, with appropriate repre- 
sentation of medical, dental, and pharmaceutical interests should 
be the aim. The committee took the view that to bring forward 
proposals of such a revolutionary character at this stage would 
be contrary to all accepted principles of good government. 


Death Caused by Transfusion Apparatus.—A new type of blood 
transfusion apparatus has been withdrawn by the Ministry of 
Health after the death of a woman in a Birmingham hospital. 
The woman died while undergoing an operation. Returning a 
verdict of accidental death the foreman of the coroner’s jury 
added that the woman’s death was probably due to faulty blood 
transfusion apparatus. Prof. J. M. Webster, Home Office pathol- 
ogist, told the court that at autopsy he found air in the woman's 
heart and brain. In his opinion this was one of the causes of 
her death. 


ITALY 


Surgery of the Spleen.—At the meeting of the Societies of In- 
ternal Medicine and Surgery in Rome in October, Professor 
Cassano stated that as a hemolymphatic organ, the spleen takes 
an active part in composition of the blood, supplies the blood 
with lymphoreticular cells, and with the other mesenchymal 
organs takes part in the metabolism of the plasma lipoglyco- 
proteinic cells. Hypersplenism is present when there are hemo- 
pathic syndromes that seem to be caused by a morbid increase 
in the spleen’s activities. The spleen plays a part in the dys- 
plastic and dysmetabolic conditions that impair the hemopoietic 
and lymphoreticular tissues. As a vascular organ, the spleen is 
like an elastic connecting body between the great aortic arterial 
current and the great hepatic portal current. Anomalies in 
somatic and sexual development are observed in patients with 
chronic enlargement of the spleen. It is believed that the dis- 
eased spleen may inactiviate some hypophyseal stimulins. 

In discussing medical indications for splenectomy, the speaker 
distinguished chronic splenomegaly with splenic anemia and 
cirrhosis of the liver (true Banti’s disease) from the fibrous- 
congestive splenomegalies. The hypersplenism, which is re- 
sponsible for the anemic syndrome and perhaps in part also for 
the causation and progression of the hepatic disease, justifies 
splenectomy in patients with Banti’s disease. In patients with 
congestive or fibrous-congestive splenomegaly, this is the result 
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of the hemodynamic decompensation produced in the region 
of the splenic artery, splenic vein, and portal vein. Therefore, 
splenectomy has the twofold aim of checking the portal hemo. 
dynamic imbalance and eliminating the marrow-inhibiting dam- 
ages that are caused by the hypersplenism and that result in 


’ anemia. The indication for splenectomy in cirrhosis of the liver 


depends on the various types of splenomegaly that are, as a 
rule, connected with anemia. Any judgment as to the useful- 
ness of anastomosis between the splenic artery and the splenic 
vein is still premature. In hemolytic anemias the medical indi- 
cations for splenectomy can be summed up in the concept that 
a splenic disorder causes the disease. In acquired hemolytic 
anemias due to an extraglobular cause the indications for 
splenectomy are more limited. In hemorrhagic diseases the indi- 
cations apply only to some thrombocytopenic syndromes, 
mainly hemorrhagic purpura. 

Professor Bendandi emphasized the great contribution of sur- 
gery in determining the clinical, if not biological, recovery from 
diseases of the spleen that otherwise could not be easily con- 
trolled and in bringing about improvement in many other con- 
ditions. He believes that the indications for splenectomy are 
increasing rather than decreasing. The close cooperation exist- 
ing today between the internist, the hematologist, and the sur- 
geon should better define the indications and improve the results, 
The speaker analyzed a series of 254 patients treated by Pro- 
fessor Paolucci during the 22 years in which he was director 
of the surgical clinics of the universities of Bologna and Rome. 
Of these, 96% were operated on. A splenectomy was performed 
in 227, the splenic artery was ligated in 11, and a marsupializa- 
tion was carried out in 2 in whom hydatid disease was present. 
In order of frequency the main indications for which splen- 
ectomy was performed were fibrous and congestive-szlerotic 
splenomegalies, hemorrhagic purpura, and hemolytic jaundice, 
Because there were few complications, the immediate results 
were considered good. Seventeen patients died in the immediate 
postoperative period. The late results were based on a follow-up 
of 136 patients who underwent splenectomy. The best results, 
in order of frequency, were obtained in patients with hemolytic 
jaundice, hemorrhagic purpura, and fibrous and congestive- 
sclerotic splenomegalies. In the 206 patients in whom splen- 
ectomy was performed for a disease of the spleen, the approach 
used was a xiphoumbilical median laparotomy, which is pre- 
ferred to all the various incisions that have been proposed. 


Convention of Social Medicine.—The fifth Convention of Social 
Medicine was held in Florence in November under the auspices 
of the Ministry of Labor, the Institute of Social Assistance, and 
the Public Hygiene and Health Service. Professor Palenzona 
said that although acute infectious diseases are treated with 
efficacy, some chronic infectious diseases are still resistant to any 
known treatments. Social medicine should consider chronic those 
long-lasting diseases whose victims need medicosocial assistance 
as much as, and perhaps more than, those suffering from acute 
diseases. Assistance to persons with chronic disease must include 
prophylaxis and prevention, early diagnosis, assistance and treat- 
ment, and rehabilitation. Little is being done in Italy by way of 
social insurance to assist persons with chronic diseases. The 
problem can be solved by abolishing, for all sickness insurance 
policies, the limits of time in which these patients have a right 
to be assisted. This has already been done in France, where sick- 
ness insurance psiicies cover chronic diseases. This makes i! 
possible to continue to treat persons with chronic diseases that 
are severe but curable, thus preventing a state of invalidism 

Professor Prosperi discussed the harmful effects that industrial 
and agricultural work has on the women and their functions of 
motherhood. Four proposals were advanced recently in an al- 
tempt to free mothers with children from what can be called 
the antifamily organization of modern economy: (1) a special 
salary for family heads whose wives stop working; (2) a pro- 
vision for mothers to obtain part-time work; (3) the employment 
of women over 40 years of age; and (4) a revision of the prin- 
ciples and institutions of social assistance so that these new 
systems of work for women can be successful. A greater limita 
tion of jobs for women outside of the home would be advan- 
tageous to society. Jobs on which the worker comes in contact 
with lead, mercury, phosphorus, benzene, and toxic solvents 
should not be filled by women. 
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Professor Paltrinieri said that, despite the great difficulties of 
the postwar period, Italy has made great progress in providing 
medical, orthopedic, and prosthetic treatment for victims of 
poliomyelitis. Eighteen centers for medical and surgical treat- 
ment have been built already, and eight more are now being 
built. The speaker urged the creation of a national foundation 
for poliomyelitis similar to that of the United States and state 
supported institutions where children who are victims of polio- 
myelitis can continue their education and learn a profession that 
is compatible with their handicaps. 


PERU 


Social Medicine—The second Latin American Congress of 
Social Security was held in Lima in October with the assistance 
of Spain, Portugal, and most of the Latin American countries. 
The following are some of the more noteworthy proposals: (1) 
that each government establish the legal right of the pregnant 
woman to permanent work with a maternity leave of five weeks 
before and after each confinement and longer if conditions 
warrant; (2) that each government include in its social insurance 
programs such groups (now excluded) as the artisans, domestic 
workers, and professionals, and that independent workers be 
permitted to participate on a voluntary basis; (3) that each 
government recognize the fact that the time required to become 
eligible for retirement should be adjusted to the working con- 
ditions of the prospective pensioner, adapting the time payments 
pattern for workers laboring in unhealthy or hazardous sur- 
roundings; (4) that each government establish the social security 
of the student, whose support should come primarily from the 
state; (5) that each country in which the social, economic, and 
sanitary conditions are still primitive include, as an essential part 
of its social security plan, the betterment of the sanitary level 
of the people and the extension of their medical services; (6) 
that each government require that vacations of at least 15 days 
be granted to all workers and more to those whose labor is done 
under unhealthy conditions, provided they are employed for at 
least 280 days a year, and that popular resorts to accommodate 
these workers be subsidized; (7) that each government encourage 
accident prevention by granting bonuses to those firms that 
provide their workers with safety appliances and lend money to 
other firms for the purchase of safety equipment; (8) that each 
country require an annual physical examination for workers; 
(9) that each country require all the private and state institutions 
to fill a certain per cent of their jobs with physically handicapped 
persons, giving them preference for jobs that lie within their 
capabilities (elevator operators, certain type of office work, 
porters, watchmen, salesmen); (10) that each country establish 
a rehabilitation institute; (11) that the public and private in- 
stitutions of each country grant an increase in the monthly 
salary and a shorter period of employment before retirement 
of the professional specialized employees whose occupation in- 
volves a constant risk to their health (radiologists, phthisiologists, 
fliers); (12) that each country require wider obligatory social 
security coverage for motor transport workers; and (13) that the 
system of social assistance developed in Peru, one of the most 
advanced and complete in force in America, be studied by all 
other countries represented at the congress. 


Infectious Diseases in Peru.u—Throughout 1953 there was a rise 
in the morbidity rates for whooping cough, acute epidemic 
encephalitis, dysentery, typhoid fever, diphtheria, scarlet fever, 
brucellosis, and plague as compared with 1952; the rates for 
cerebrospinal meningitis, measles, poliomyelitis, murine typhus, 
varicella, gonorrhea, and syphilis have decreased; and those for 
tuberculosis, malaria, and leprosy have remained about the same. 
[he number of reported cases of malaria has dropped from an 
average of 31,908 per year between 1947 and 1951 to 17,500 in 
1952 and 1953, and of murine typhus from 1,570 to 400. The 
incidence of whooping cough in 1953 was higher than that in 
1952 but was less than that between 1947 and 1951. From 1932 
'0 1953 there were 36,653 reported cases of smallpox, the 
greatest number (3,105) being reported in 1948 and the smallest 
(69) in 1937. The mortality rate for this disease between 1943 
and 1953 was 4.5%. Many fatal cases, however, either were not 
recorded in the Department of Biostatistics or were wrongly 
diagnosed. Between 1950 and 1953 over 3,846,800 persons were 









FOREIGN LETTERS 265 


vaccinated, and a definite drop in the morbidity rate in the last 
two years has resulted. In 1953 there were 161 reported cases 

The first case of rabies appeared in Lima in 1943, and the 
diagnosis was proved by laboratory tests. Since then, despite 
deficient reporting, a slow increase in its occurrence has been 
observed. In 1950 there were three deaths due to rabies, in 195! 
none, in 1952 six, and in 1953 one. In the campaign to control 
this disease, thousands of dogs and cats have been killed and 
most of the rest are being vaccinated. Plague still causes many 
deaths. Control measures have been impeded by a lack of co 
operation on the part of the inhabitants of the communities 
where this disease prevails. In the 50 years between 1903 and 
1952 verified cases of plague have been reported in all months 
of the year. The highest incidence is observed in the summer, 
and the lowest in July (winter). The case fatality rate, which was 
50%, has in the past 12 years fallen to about 27%. 


Infant Morbidity and Mortality.—In a symposium held in the 
Instituto Sanitas of Lima on the problems related to infant 
health, Dr. Fieck Campadénico, director of the infant depart- 
ment of the Public Health and Social Assistance Ministry, 
reported that (1) the number of registered births increased from 
165,780. in 1940 to 243,914 in 1950; (2) the mortality rate per 
thousand inhabitants increased from 24.8 in 1940 to 30.3 in 
1950; (3) the number of registered deaths during the first year 
of life increased from 21,235 in 1940 to 27,044 in 1950; (4) the 
infant mortality rate per thousand live births decreased from 
128 in 1940 to 103.7 in 1950; and (5) the stillbirth rate per 
thousand registered births increased from 4.4 in 1940 to 6.5 
in 1950. 

Although the infant mortality rate as a whole has decreased, 
the death rate during the first month has increased. A study of 
the causes of infant mortality in Peru shows that most deaths 
are due to infectious and parasitic diseases, to diseases of the 
respiratory and digestive systems, and to ill-defined causes. In 
recent years there has been a notable decrease in the mortality 
due to infectious and parasitic diseases. These two groups ac- 
counted for 43.9% of deaths from all causes during the first 
year of life in 1940 and for 26.5% in 1950. Gastrointestinal 
diseases accounted for 13.8% of such deaths in 1940 and for 
6.9% in 1950. On the other hand, respiratory diseases accounted 
for 11.6% of such deaths in 1940 and for 23.7% in 1950, and 
the per cent appears stil] to be rising. Malnutrition causes almost 
60% of the illness in children. Next in importance are the acute 
respiratory diseases and tuberculosis. Among the accidental 
causes, poisoning, burns, and traumatic injury claim the greatest 
number of victims. In recent years an increasing frequency of 
burns in children has been observed. Parental neglect is an im- 
portant causative factor in the high incidence of diseases in 
children. Many children are brought to the clinic only after their 
disease is far advanced. This is particularly true of the poor. 


TURKEY 


Schoenlein-Henoch Syndrome and Cortisone.—In Saglik Dergisi, 
Dr. Recep Heybeli reported a case of Schoenlein-Henoch syn- 
drome in an 11-year-old boy. For 10 days prior to admission 
he had had a pain in both knee joints. Lentil-sized red spots 
were seen on the legs and serohemorrhagic vesicles on the ankles. 
The red spots merged into dark serohemorrhagic vesicles, and 
pain developed in other joints. There was fever but no hematuria, 
hematemesis, melena, or gingivitis. The erythrocyte count was 
3,450,000 per cubic millimeter, the hemoglobin level was 65% 

The leukocyte count was 7,200, with 64% polynuclear neutro- 
phils, 26% transitional cells, 6% eosinophils, and 4% lympho- 
cytes. The thrombocyte count was 280,000. The sedimentation 
rate was 26 mm. after one hour. The tourniquet test was ab- 
normal. The bleeding time was 2.5 minutes and the coagulation 
time 8 minutes. Ascaris ova but no blood cells were found in 
the feces. After five days the purpuric eruptions spread to the 
left arm. The patient was given santonin, a salt-free diet, and 
intramuscular injections of 25 mg. of cortisone daily for 17 
days. The vesicles and purpuric eruptions dried and healed, but 
in other places the red spots reappeared. The sedimentation 
rate dropped to 19 mm. and the eosinophils to 2%. When the 
patient was discharged after a month, the pain in the joints had 
subsided. Cortisone was thought to have no beneficial effect. 
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MASTER “TWO-STEP” TEST 

To the Editor:—1 wish to call your attention to a letter by Dr. 
Gorelik in the Nov. 27, 1954, issue of THE JOURNAL, page 1274, 
in which he states that he has seen “several patients” who had 
a negative Master test and in whom acute coronary thrombosis 
developed a few hours later. Now, while an abnormal result in 
the double two-step test is not infrequently “false,” especialiy 
under certain circumstances described by Master himself and 
others (for more details see my paper in New York J. Med. 
53:681 |March 15] 1953), the fact remains that the test under 
discussion is extremely valuable and reliable when its result is 
normal. As a matter of fact, I do not recall any other functional 
test with such a high degree of reliability when it is normal. 
Indeed, even such morphological tests as x-ray investigations 
and blood smears frequently yield falsely normal results; yet no 
one would try to belittle their mmportance. Obviously (and 
Master was the first to point it out) no biological test is in- 
fallible, and a normal double two-step test is not an absolute 
but a very practical indication of coronary sufficiency. It is more 
reliable than, for example, a “liver profile” series or s2rologic 
tes:s for syphilis. I base this statement on the following facts: 
1. Over a period of years I have performed this test in my office 
on hundreds of patients with anginal and anginoid pains, and I 
do not recall a single falsely normal result, despite prolonged 
follow-up study. 2. Similarly, the test has often been performed 
in the cardiovascular division of a large hospital of which I am 
a staff member, and only a few, if any, falsely normal results 
have been encountered. 3. It seems commonplace to recall that 
a test is not more reliable than the way it is performed or in- 
terpreted. Unfortunately, however, many an exercise test is 
performed any unorthodox way, and yet its results are extra- 
polated to cover those of the Master test. 4. Even a falsely ab- 
normal result may be of value, as it focuses the physi-ian’s 
attention on the neurotic background of the patient. 5. Finally, 
the test is innocuous; indeed, it does not cause angina. It certainly 
is a great tribute to its author. In concluding, I wish to express 
my full agreement with the internists of my acquaintance who 
claim, “If a patient has a negative double two-step test, one 
should always look for some noncardiac cause of the symptoms.” 


MARDOQUEO I. SALOMON, M.D. 
1450 Bryant Ave. 
Bronx 59, N. Y. 


PITUITARY BASOPHILISM IN THE JUVENILE 

TYPE OF ACANTHOSIS NIGRICANS ‘ 

To the Editor:—In a clinical note in THE JouRNAL for Sept. 18, 
1954, page 242, Dr. Rothman described pituitary basophilism 
in the juvenile type of acanthosis nigricans in a 41-year-old man 
weighing 345 lb. The author states that patients with disease of 
the benign or juvenile type are “usually excessively obese.” 
Obesity is not a common feature in the benign type. Among 30 
patients whom I examined, 28 were of normal weight and only 
2 were slightly overweight. The features that distinguish the 
benign from the malignant type of the dermatosis may be sum- 
marized as follows. Benign acanthosis nigricans starts at birth, 
in childhood, or at puberty. After the onset of the dermatosis 
the process remains stationary or spreads. Extension occurs most 
frequently at puberty, but the dermatosis remains stationary or 
regresses after that period. Malignant acanthosis nigricans may 
start at any age. It may occur in children, but most of the patients 
are adults. Cutaneous involvement may precede internal cancer, 
may follow it, or may coincide with the manifestation of the 
tumor. The dermatosis may temporarily regress or disappear if 
the tumor has, apparently, been successfully treated, but it in- 
variably reappears when the cancer recurs or metastases appear 
(Curth, H. O.: Arch. Dermat. & Syph. 34:353-366 |Sept.| 1936; 
Arch. Surg. 47:517-552 |Dec.] 1943; Arch. Dermat. & Syph. 
57:158-170 [Feb.}] 1948; A. M. A. Arch. Dermat. & Syph. 66:80- 
100 [July} 1952). 


Acanthosis nigricans-like changes in obese or excessively obese 
persons, however, do occur. This association of acanthosis 
nigricans with obesity is seen in certain darkly pigmented persons 
at prepuberty or some other age when obesity develops. | 
separated this type of acanthosis nigricans from benign acan- 
thosis nigricans and named it pseudo-acanthosis nigricans (Curth, 
H. O.: Ann. dermat. et syph. 78:417-429 |July-Aug.] 1951) be- 
cause the cutaneous changes seem dependent on the obesity of 
the patient insofar as they start with the onset of obesity and 
end with reduction of weight. In these obese patients, therefore, 
the age at onset of the dermatosis, the course of the dermatosis, 
and its reversibility (with reduction of weight) differ from those 
factors in patients with benign acanthosis nigricans. The cutane- 
ous changes of pseudo-acanthosis nigricans may be slight or 
extensive, and the histological picture may suggest acanthosis 
nigricans. Reports in the literature of cases of benign acanthosis 
nigricans with obesity, and Rothman’s case, belong to this third 
group. In the photographs of Rothman’s patient slight cutaneous 
changes are present, and the histological picture is suggestive of 
true or pseudo-acanthosis nigricans. The duration of the derma- 
tcsis is not given. The patient had been obese for many years 
but had gained excessive weight two years prior to his death. 
The concept of pseudo-acanthosis nigricans as being different 
from benign acanthosis nigricans has been accepted by Waisman 
(South. M. J. 46:162-169 [Feb.} 1953) and Wiener and had 
actually been des:ribed in 1949 by Arguelles-Casals (Med. latina 

2249-250 [July-Dec.] 1949) before my publication. I have ob- 
served pseudo-acanthosis nigricans in patients with moderate 
and excessive obesity and have not overlooked the possibility 
that obese patients may suffer from benign acanthosis nigricans. 
Obesity of patients suffering from pseudo-acanthosis nigricans 
may be due to many causes. One of them may be a disorder of 
the pituitary gland. I saw a 17-year-old boy who was about 7 ft. 
(213.4 cm.) tall, weighed almost 300 Ib. (136 kg.), and had 
abdominal striae and limited visual fields. An enlargement of 
the sella turcica was found radiologically. The most probable 
diagnosis was eosinophilic granuloma of the pituitary. The 
patient had extensive pseudo-acanthesis nigricans. 

Rothman suggests that “basophilism may cause two distin- 
guishable entities: first, classical Cushing’s syndrome, and 
second, obesity with acanthosis nigricans, borderline disturbances 
of carbohydrate metabolism, and one or another incompletely 
developed feature of Cushing’s syndrome. This separation is 
based on the facts that in patients with classical Cushing’s syn- 
drome the occurrence of acanthosis nigricans has never been 
reported and that in patients with acanthosis nigricans the picture 
of Cushing’s syndrome never fully develops.” However, Bettley 
(Proceedings of the 10th International Congress of Dermatolo- 
gists, London, 1952, London, England, British Medical Associa- 
tion, 1953) reported the association of the dermatosis with Cush- 
ing’s syndrome. I had occasion to observe in the Vanderbilt Clinic 
a 21-year-old man with Cushing’s syndrome and acanthosis 
nigricans-like changes that disappeared when the patient im- 
proved and lost weight following left subtotal adrenalectomy 
and irradiation of the pituitary gland. These observations prove 
that pseudo-acanthosis nigricans may be associated with a 
number of clinical pictures that, however, have obesity in 
common. 

Rothman’s observation and other reports of cases of acanthosis 
nigricans in obese persons, although not characteristic of benign 
acanthosis nigricans, may lead to a better understanding of the 
pathogenesis of the characteristic cutaneous changes. Up to the 
present time, however, the etiological significance of the pituitary 
gland in acanthosis nigricans has not been conclusively shown. 
As regards malignant acanthosis nigricans, 1 know of two 
autopsy reports of cases with extensive cancer metastases with 
no pathological findings in the pituitary gland. In preliminary 
tests for the presence of the melanocyte-stimulating hormone of 
the pituitary, Fitzpatrick and Lerner found in two of my 
patients, a woman suffering from generalized malignant acan- 
thosis nigricans with gastric cancer and a young girl suffering 
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from benign acanthosis nigricans, that the urinary level of 
melanocyte-stimulating hormone was well within normal limits. 
For these reasons the role that the pituitary gland may play in 
acanthosis nigricans has still to be ascertained. 


HELEN OLLENDORFF CuRTH, M.D. 
35 E. 84th St., New York 28. 


ENDOMETRIOSIS 

To the Editor:—The editorial on endometriosis in the Sept. 18, 
1954, issue of THe JOURNAL, page 252, was read with great 
interest, since we of the staff of the department of gynecology 
of Jefferson Davis Hospital have been trying to find the various 
causes and the best treatment for endometriosis during the past 
15 years. Endometriosis is very important because of the pain 
that it may produce, and because of this pain patients will submit 
to an operation almost at the first suggestion. Too many surgeons 
operate only to remove a few implants, resect one or both 
ovaries, or do a presacral neurectomy but, instead, remove the 
uterus and ovaries or a part of both ovaries, thereby producing 
a real problem in some of these young women. 

After treating 215 consecutive patients, all private, in whom 
endometriosis was diagnosed, with a micronized, vitaminized 
preparation of diethylstilbestrol (Desplex), I believe that less 
conservative surgery and more micronized, vitaminized diethyl- 
stilbestrol should be given to women with endometriosis. It is 
also my opinion that this medicament plus large doses of vita- 
min B complex, ascorbic acid, and trace elements will, in most 
mild to moderate cases of endometriosis, achieve about the same 
improvement as surgery would. Nonmicronized preparations of 
diethylstilbestrol have been found less effective, and so only the 
use of the micronized form is advocated. I am of the same 
opinion as are Drs. Charles Mazer and S. Leon Israel: “We 
firmly believe that the Karnaky treatment deserves a trial before 
surgery is undertaken for endometriosis in women of childbear- 
ing age” (Diagnosis and Treatment of Menstrual Disorders and 
Sterility, ed. 3, New York, Paul B. Hoeber, Inc., 1951, p. 305). 
Dr. D. D. Wallace (South M. J. 44:534, 1951) says, “In case 4 
stilbestrol was given for six months, and the result was complete 
fibrosis of the implants.” Other such references in the literature 
are Dr. W. Bicker’s report on the successful use of diethyl- 
stilbestrol in endometriosis (South M. J. 42:229, 1949) and a re- 
port by Hurxthal (New England J. Med. 247:339, 1952). 

In your editorial it is stated, “Estrogens and androgens have 
been used, but, although they may give some relief from symp- 
toms, they are not without danger and when their administration 
is discontinued the symptoms return.” If the dose of diethyl- 
stilbestrol is large enough and given long enough together with 
ample vitamin B complex, ascorbic acid, and trace elements, 
the symptoms will be relieved in about 75% of the patients for 
4to 10 years. Mild symptoms may be present during the recur- 
ring menstruations after the medication is discontinued, but the 
discomfort is usually so mild that aspirin alone or with 0.25 
grain (15 mg.) of codeine every three to four hours will relieve 
the discomfort. Androgen is with some danger in that hirsutism 
and change of voice have developed in some of our patients. I 
have experimentally given astronomical doses of micronized, 
vitaminized diethylstilbestrol over a five year period to 100 
Clinical patients without any change occurring in hundreds of 
blood and urine analyses and tissue studies. After the medication 
was discontinued the patients began to menstruate, and many 
became pregnant. The physician will have to learn how to use 
this drug just as he had to learn to use the surgeon’s knife. 

The best way to administer diethylstilbestrol, vitamins, and 
trace elements is as follows. The patient is given a prescription 
for 21 I-mg. tablets and 50 25-mg. tablets of micronized, 
Vitaminized diethylstilbestrol and 60 tablets containing vitamin 
B complex, ascorbic acid, and trace elements. The patient takes 
one of the 1 mg. tablets of diethylstilbestrol at 9 p. m. and 
Increases one tablet nightly until she is taking six 1 mg. tablets. 
Then she starts taking one of the 25 mg. tablets at 9 p. m., 
increasing one tablet nightly until she is taking four 25 mg. 
tablets at 9 p. m. The four 25 mg. tablets (100 mg.) are taken 
nightly for three to nine months. No harm will result from 
taking these tablets, because they are nontoxic. The patient should 

> kept amenorrheic for three to nine months. A few patients 
will require five to eight 25 mg. tablets to maintain amenorrhea. 
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There is no harm even from such doses. If the patient starts to 
bleed during the treatment period, she takes four 25 mg. tablets 
of synthetic estrogen every 15 minutes until the bleeding stops. 
Usually one to four doses are required. 

The vitamin tablet developed in our clinic and found effective 
fer controlling side-reactions and aiding in the treatment of 
endomeiriosis has the following constituents: thiamine, 5S meg.; 
riboflavin, 4 mg.; pyridoxine, 2 mg.; ascorbic acid, S50 mg.; 
calcium pantothenate, 5 mg.; nicotinamide, 20 mg.; ferrous 
gluconate, 30 mg.; dibasic calcium phosphate, 200 mg.: choline, 
25 mg.; inositol, 25 mg.; folic acid, 0.25 mg.; molybdenum, 
0.1 mg.; zinc sulfate, 1 mg.; magnesium triphosphate, | meg.; 
powdered stomach extract, 10 mg.; powdered whole liver, 
10 mg.; cobalt sulfate, 0.1 mg.; and potassium iodide, 0.15 mg. 
The trade name of this preparation is Cevron. Any formula that 
contains about the same amounts of vitamins and trace elements 
may be used. The vitamin and trace element tablet is given as 
follows. Two of the tablets are taken every hour for four doses, 
then two with the first 1 mg. tablet of diethylstilbestrol at 9 p. m. 
This is a total of 10 vitamin and trace element tablets. These 
tablets eliminate all the nausea and vomiting (side-reactions) 
that might result from the synthetic estrogen. Starting the next 
day, two of the vitamin tablets are taken four times a day for 
one week and one vitamin tablet night and morning thereafter. 
If the slightest amount of nausea or vomiting ever occurs, the 
patient takes two of these vitamin and trace element tablets 
every 15 minutes for one to four doses or until the nausea is 
controlled. Side-reactions of nausea and vomiting are now easily 
controlled if the vitamin tablets are taken as soon as the slightest 
nausea begins. The vitamin tablets serve two purposes: (1) they 
are of therapeutic value in endometriosis, and (2) the vitamins 
and trace elements acting on the synthetic estrogen, diethyl- 
stilbestrol, activate it so that it may act as an estrogen, thereby 
eliminating the nausea and vomiting from such a large dose of 
estrogen. There is a synergistic action between the synthetic 
estrogen and the vitamins and trace elements. 

It is very important that the patient be kept amenorrheic for 
the three to nine months of therapy, regardless of the dose of 
diethylstilbestrol required. It is equally important that the patient 
undergo a pelvic examination every 7 to 10 days, at which time 
she is carefully observed and vigorous manipulations are done 
in order to free the adherent pelvic organs as much as possible. 
Small, weak adhesions are broken. The examiner can feel the 
amount of softening that has occurred in the pelvic region. The 
patient’s complaint of pain in this region at examinations be- 
comes less and less until it is entirely gone. The examiner will 
then notice the ease with which he can free the pelvic organs 
that, before diethylstilbestrol therapy, were tightly bound down 
and could not be moved about without producing much pain. 

In my opinion, therapy with diethylstilbestrol, vitamins, and 
trace elements should be tried first, instead of surgery. Operation 
can be done three to six weeks later if the medical treatment 
fails, although, if cancer is even slightly suspected in any case, 
it must be ruled out by appropriate means. This medical therapy 
can be used in young girls until they marry or, if married, can 
have a baby. In older women endometriosis may be controlled 
until the menopause, at which time the lesion may undergo 
atrophy owing to the lack of ovarian secretion. Some have argued 
that, even if synthetic estrogen, vitamins, and trace elements are 
administered, the patient will have to be operated on eventually. 
I have relieved three patients with endometriosis, severe pain, 
and dysmenorrhea by this means after surgery had failed to 
do so. These medicaments do not cause atrophy in every case 
of endometriosis, especially endometriosis within nodules. The 
invasiveness and growth of the endometrial tissue is stopped, 
and it undergoes atrophy or remains in the resting stage. This 
form of therapy is no panacea for the treatment of endometri- 
osis, and some cases of endometriosis will require surgical 
treatment. More proved cases of endometriosis must be treated 
with synthetic estrogen, vitamins, and trace elements before 
positive conclusions can be made. Many clinics and private physi- 
cians are giving this therapy a trial, and personal communications 
indicate that it is of some value. Although not a 100% cure, in 
many cases it gives relief for 5 to 10 years. 

KARL JOHN Karnaky, M.D. 
325-329 Medical Arts Bldg. 
Houston 2, Texas. 
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CIGARETTE SMOKING AND LUNG CANCER 


To the Editor:—It has been observed by a wise man that there 
are four great pleasures available to the denizens of this earthly 
sphere. Needless to say, there are many more, but the four that 
this wise man selected were eating, drinking, enjoying the 
company of members of the opposite sex, and smoking. And, 
after analyzing all these pleasures, their complications, the 
number of years during which they could be vigorously pursued, 
and many other facets, he concluded that smoking was the 
pleasure that mankind could enjoy most generally and most 
consistently. Now it is not questioned that abuse of any pleasure 
may lead to harm. The drinking of milk or the eating of butter 
may lead to obesity, high blood pressure, heart failure, and pre- 
mature death. The abuse of alcohol may lead to grave diseases 
of the liver or brain, with incurable complications and death. 
The abuses of venery have been sung by poets and bemoaned 
by those who tabulate statistics pertaining to felo de se. The 
abuses of smoking include the stained finger, the discolored 
tooth, the malodorous breath and clothing, and, in the case of 


those addicted to Corona Coronas, the seriously dented pocket- 


book. Yes, and perhaps lung cancer? 

What are the facts concerning tobacco carcinogenesis? Well, 
they vary somewhat with the collector and the locality. However, 
let us analyze the most widely publicized “facts,” namely, those 
collected by Drs. Hammond and Horn of the American Cancer 
Society. Their paper was presented at the Annual Meeting of 
the American Medical Association in San Francisco in June, 
1954, and published in THE JouRNAL on Aug. 7, 1954, page 1316. 
Their figures pertain to white men between the ages of 50 and 
69. They deal with somewhat less than 5% of the sample under 
study (inasmuch as only 5% of the sample had died at the time 
of the report). Partly on this account, and partly on account of 
the validation methods employed, the paper has been considered 
by some statisticians to be rather premature and, perhaps, to 
reflect undue pressure in early publication. The essence of the 
paper is that the death rates per 100,000 population from all 
cases reported as primary cancer of the lung in men between 
the ages of 50 and 69 were found to be about as follows. 


Nonsmokers 
“Moderate” smokers (less than one pack a day for 20 years)...... 113 
“Heavy” smokers (over one pack a day for 20 or more years) 


Not all of these deaths were validated as being due to primary 
bronchogenic carcinoma. The authors report that there was “very 
good evidence” of such in about one-half of them, “good evi- 
dence” in about 8% of them, but only “probable evidence” in 
fully 33% of them. Therefore, the actual proof of bronchogenic 
cancer as the cause of death is lacking in many cases. The 
authors indicate that at least 5% of the deaths were due to adeno- 
carcinoma, a type of lung cancer whose causation is not ascribed 
to cigarettes. Addition of this figure to the unverified figures 
previously mentioned would reduce the total rates by over one- 
half. This is shown by the authors’ list of death rates per 100,000 
population from microscopically verified lung cancer (excluding 
adenocarcinoma), which were reported as follows: 

Nonsmokers 9 

*“*Moderate”’ smokers ... 31 

oo ge 94 


Nevertheless, for purposes of discussion, let us assume that most 
of the deaths were due to primary squamous-cell carcinoma. In 
the sample studied, the death rate for lung cancer in the “heavy 
smoker” group was about 239 per 100,000. In other words, about 
99,761 out of every 100,000 heavy smokers aged 50 to 69 are 
unlikely to die of lung cancer. That is to say, 0.24% are liable 
and 99.76% are not liable so to die. Cigarettes must be a weak 
carcinogen indeed! 

The figures in the daily press of “four to nine times the risk” 
stem from the fact that some of the reporting journalists stressed 
the death rates and not the actual deaths in question. As pre- 
viously stated, the paper shows that in white men aged 50 to 69 
the death rate from cancer of the lung in nonsmokers is about 
27 per 100,000 (or 0.027%), and in moderate smokers about 
113 per 100,000 (or 0.113%). In other words, in this particular 
sample, the chance of cancer of the lung developing apparently 
increased about fourfold in moderate smokers, and in heavy 
smokers it apparently increased about ninefold (239 per 100,000). 
But note that among the “heavy smokers” about 99,761 men out 
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of every 100,000 stood a good chance of not having cancer of 
the lung at all or, at least, of not dying from it during tha 
particular age period. 

No one believes that bad habits are an essential part of 
pleasant living. There is little doubt that excessive intake of 
butter, cream, nicotine, alcohol, or carbohydrate can constitute 
bad habits. On the other hand, used in moderation, the weed 
from Virginia and the grape from California can lead to many 
pleasant hours. Let us relax. Nine times 0.027% is still a smal] 
percentage hazard—if there is such a hazard! 


L. H. GARLAND, M.D. 
450 Sutter St. 
San Francisco 8. 


MEDICAL TESTIMONY 

To the Editor:—In THE Journat of Dec. 4, 1954, page 1332, is 
an editorial on medical expert testimony. It diszusses the 
Minnesota Plan for investigating questionable testimony of 
expert witnesses. About this it states, “Unfortunately, there is 
no effective machinery by which the culprit may be dealt with.” 
I would appreciate it if this could be corrected. Whenever our 
committee on investigation finds the testimony of a medical 
expert to be of a highly questionable character, the whole matter 
is referred to the Minnesota State Board of Medical Examiners 
for necessary disciplinary action. The Minnesota State Board 
of Medical Examiners has judiciary power to suspend or rescind 
the license of any physician who is called before it. The commit- 
tee on medical testimony has been functioning for 14 years, and 
during that time seven physicians were referred to the Minnesota 
State Board of Medical Examiners regarding their questionable 
medical testimony. The state board of medical examiners took 
whatever disciplinary action it felt was necessary. 


E. M. Hames 8r., M.D., Chairman 
Committee on Medical Testimony 
Minnesota State Medical Association 

496 Lowry Medical Arts Bidg., St. Paul 2. 


HUMAN EXPERIMENTS 


To the Editor:—I am referring to the letter of Dr. John O. 
Nestor in the Nov. 13, 1954, issue of THE JouRNAL, page 1104, 
in which he expresses regret that documents covering medical 
experiments by Nazi physicians on prisoners of war are not more 
generally used. He states, “These documents contained extremely 
valuable data in certain fields of science in which the Germans 
were more advanced than we, especially hypothermia.” In the 
experiments referred to, prisoners in the Dachau prison camps 
were placed naked in tanks of nearly freezing water. The re- 
actions of these prisoners as they died of hypothermia were then 
noted. I question seriously whether it is right for us to use any 
information obtained under such circumstances. Using such data 
and referring to such acts as experiments could be an implication 
of approval, whereas only strong condemnation is justified. Then, 
too, one wonders if data obtained by physicians capable of carry- 
ing out such investigations, so directly opposed to the funda- 
mental precepts of medical practice, could be trusted. 


Haro_p O. CLosson, M.D 
1208 Guilford Rd. 
Glen Burnie, Md. 


INJECTION OF INSULIN 
To the Editor:—In reference to the letter from Dr. Cornbleet 
in THE JouRNAL of Nov. 27, 1954, page 1274, advocating hydro- 
cortisone islands for hypalgesic injections in diabetics and others 
requiring repeated injections, I feel that it is important to men- 
tion the fact that insulin should be given in at least 30 and 
preferably as many as 48 different sites in rotation. If rotation 
of injection sites is not practiced, poor and irregular absorption 
occurs, with consequent poor control and unpredictable insulin 
shocks. “Insulin hypertrophy” and atrophy of subcutaneous fal, 
which occur if insulin is given in as few as four sites, also make 
this idea impractical for diabetics. 

Epwarp G. Davis Jr., M.D. 

1001 W. Franklin St. 

Richmond 20, Va. 
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GOVERNMENT SERVICES 








ARMY 


Public Health Conditions in South Korea.—The Monthly Civil 
Affairs Summary for October, 1954, for South Korea, signed by 
Col. Ralph Plew, U. S. Army, Chief of the Public Health Branch, 
notes that the number of cases of communicable diseases re- 
ported was the lowest of any month in the past three years. 
There were no cases of cholera, plague, or smallpox. Reported 
were 16 cases of diphtheria; one of epidemic meningitis; 51 cases 
of encephalitis Japanese B, of which 45 were fatal; 12 cases of 
typhoid, of which 2 were fatal; and 472 cases of malaria, none 
of which were fatal. From the beginning of the year 1954 there 
were no deaths among a total of 9,768 persons with malaria. 
In a total of 530 cases of typhoid reported since the beginning 
of the year, 19 were fatal, and in a total of 290 cases of typhus, 
13 were fatal. There were 22 deaths in a total of 7,963 patients 
with dysentery reported since the beginning of 1954. 

The American Korean Foundation donated more than 50 tons 
of medical supplies, which were distributed to all provinces 
during October. In June, 1954, this foundation budgeted 
$200,000 to assist the American Foundation for Aid to Korea 
program. 

The fall roundup of smallpox vaccination of preschool chil- 
dren and groups of persons under 12 years of age was actively 
conducted. During the spring smallpox inoculation campaign, in 
Seoul alone 163,716 children under 12 years of age were vac- 
cinated. Tuberculin testing and BCG immunization continued 
during October in the nine provinces and in Seoul. There was 
an increase in tuberculous control activities, with at least four 
projects to provide more beds for tuberculous patients. For the 
first time the quarterly public health conference held during 
October was attended by all Korea Civil Assistance Command 
health personnel, public health officers, public health nurses, and 
sanitation officers. Representatives from the Ministry of Health, 
Eighth Army Surgeons Office, and several relief agencies took 
part in discussions, from which it appeared that the major prob- 
lems were a lack of qualified professional and technical person- 
nel, a need for intensive education, inadequate hwan budget, 
nonjudicious use of medical supplies, difficulty of maintaining 
adequate chlorination of water supplies, inadequate collection 
of garbage and nightsoil, and an urgent need for a demonstration 
model public health unit for training purposes. 

Official recognition of the narcotic problem in Korea was 
given by the Republic of Korea through the formation of a 
narcotic council, composed of the ministers of health, national 
defense, judicial affairs, social affairs, and home affairs. This 
council prepared a statement for the Korean people on the evils 
of narcotic addiction, and arrangements were made for the print- 
ing of a large number of posters. 

At the various schools of nursing in South Korea, capping 
ceremonies for a total of 323 student nurses took place during 
the month. A biannual survey of nursing sources showed a total 
of 1,269 student nurses, 1,537 nurses aids, 822 graduate nurses 
midwives), 278 licensed nurses (nongraduate), 240 licensed 
midwives (nongraduate), 13 public health nurses, and 9 nurse 
teachers. A total of 100 midwives had completed the refresher 
course. 

Lindane 1% dust and hand dusters were being distributed in 
all provinces in preparation for the winter insect control pro- 
gram for the prevention of typhus and relapsing fever. The 
amount of 5% chlorophenothane (DDT) for all purposes used 
during October was 27,397 gallons. The number of buildings 
sprayed from the first of the year to the end of October was 
901,347, while the number of persons dusted since Nov. 1, 1953, 
to the end of October, 1954, was 6,002,243. 

There were no changes in the number of hospitals and dis- 
Pensaries. The total number of outpatient visits from the first 
of the year 1954 through October was 8,302,669, and the total 
number of inpatient days’ care provided was 2,149,420. Nine 
hundred stoves for hospitals were allocated to all provinces 
during October, These stoves were cast iron space heaters 
capable of burning any available fuel except oil. 
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Much effort was being given to the venereal disease control 
aspects of maternal and child health programs, abetted by the 
continued instruction of provincial midwives in the necessity for 
stamping out venereal disease in this part of the population 
Visits were made to alli clinics, dispensaries, and health centers 
involved in venereal disease control activity. The October report 
states that in one clinic over an eight month period about 1,000 
prostitutes were registered at one time or another. These clinics 
are close to large air bases, and control measures enforced there 
are augmented by the medical staffs of the air bases. A few miles 
away the venereal disease problem is markedly different, with 
little infection seen in the civilian population. As in other areas, 
the report states, too much emphasis has been placed by pro 
fessional and local authorities on prostitute control at the expense 
of giving good public health service to the general populace. 


PUBLIC HEALTH SERVICE 


Lowest Death Rate.—The lowest death rate in the history of the 
country and the largest annual number of births were forecast 
for 1954 by Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service. Dr. Scheele made his statement on the 
basis of vital statistics reports for the first 10 months of the year. 
The death rate is expected to close at 9.2 deaths per 1,000 
population, a substantial drop from the rates of 9.6 or 9.7 that 
have prevailed over the past five years. The absence of any 
reported outbreak of influenza in 1954, with consequent low 
death rates for the chronic cardiovascular diseases, was cited 
as a principal reason for the decline. Infant and maternal deaths 
were also expected to hit new lows. 

Births will top the 4 million mark for the first time, according 
to preliminary estimates. The expected birth rate of 25.2 per 
1,000 population is the second highest in 28 years and only 5.3% 
below the peak year of 1947. A continuing rise in the births of 
third, fourth, and fifth children is probably responsible for the 
birth increases in 1953 and 1954. No increase in births of first 
children was expected because of falling marriage rates since 
1951. The marriage rate sank to 9.2 per 1,000 population in the 
first 10 months of 1954, compared with 9.7 for the same period 
the year before. Low birth rates during the 1930's, resulting in 
relative scarcity of young people of marriageable age in the 
present decade, were held chiefly responsible for the marriage 
decline. Divorces in the first nine months of 1954 were down 
4% from the comparable 1953 period on the basis of reports 
from 25 areas. Since the 1946 peak, divorce rates have dropped 
over 40%. 


MISCELLANEOUS 


Positions Open at St. Elizabeth’s Hospital.—The U. S. Civil 
Service Examiners announce examinations for certain positions 
at St. Elizabeth's Hospital in Washington, D. C., which is a 
federal psychiatric hospital including a 400-bed general hospital 
unit with facilities for complete medical and surgical diagnosis 
and treatment. The positions open are medical officer (rotating 
intern) at $2,800 a year, medical officer (psychiatric resident) at 
$3,400 to $4,200 a year, and medical officer (neurological resi- 
dent) at $3,400 to $4,200 a year. Applicants must pass a physical 
examination by a federal medical officer, and those who are 
offered appointment must pay their own expenses in reporting 
for duty. No written test is required of applicants, whose qualifi- 
cations will be judged from a review of their education, training, 
and experience, and on corroborative evidence. Applicants must 
be citizens and must not have passed their 35th birthday on the 
date of filing the application. Appointments will be made subject 
to investigation and will be probational unless otherwise limited. 
Preference benefits based on honorable separation from the 
armed forces are given under certain conditions in competitive 
examination for original appointment. Application forms and 
information can be obtained from any post office or from the 
U. S. Civil Service Commission, Washington 25, D. C. Appli- 
cations should be sent to the Executive Secretary, Board of Civil 
Service Examiners, St, Elizabeth’s Hospital, Washington 20, 
BD. <. 
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MEDICAL ASPECTS OF THE SOCIAL SECURITY 
“DISABILITY FREEZE” PROVISION 


Victor Christgau, Baltimore 


The following article is being published at the request of the 
author to acquaint the medical profession with a recent amend- 
ment to the Social Security Act that took effect Jan. 1, 1955. 
Doctor should find this information useful because disabled pa- 
tients may want their advice and help in establishing their rights 
under the new law. The Bureau of Old-Age and Survivors Insur- 
ance has asked for the cooperation and counsel of the nation’s 
physicians in the formulation and application of medically valid 
standards of disability —Eb. 


Concentrated effort is now being directed toward restoring 
more of the nation’s disabled workers to gainful activity. In 
addition to the measures expanding and improving vocational 
rehabilitation passed by Congress at its last session, there is 
another piece of legislation that will have an impact on voca- 
tional rehabilitation activities, although it does not carry a re- 
habilitation label. This is the “disability freeze” provision in 
the new social security law. Before the “freeze” and its method 
of operation are described, it should be placed in its proper pro- 
gram setting. It is a provision of the old-age and survivors insur- 
ance law. The basic idea of old-age and survivors insurance is that 
wage earners, their employers, and self-employed persons con- 
tribute to a fund while employed, so that workers may draw 
benefits from the fund on retirement after age 65 and so that, 
on their death, their survivors may draw benefits. About 70 
million persons are now insured under this system, and with the 
recent expansion of coverage the system receives earnings records 
on 9 out of 10 jobs in the country. 


The social security “freeze” has an effect similar to the waiver 
of premium in commercial life insurance. It permits a worker 
to keep his old-age and survivors insurance rights intact during 
a period when he is unable to work because of total disability 
that has existed for at least six months and is expected to last 
indefinitely. It provides for using the skills and procedures of 
professional personnel at local and state levels to elicit the facts 
on an applicant’s disability, and it also directs the Department 
of Health, Education, and Welfare to refer disabled persons 
applying for the “freeze” to a state agency for appropriate voca- 
tional rehabilitation services. Thus, many thousands of disabled 
persons each year will be brought promptly to the attention of 
state vocational rehabilitation agencies, and their chances of 
being restored to gainful work will be greatly increased. 


WHAT THE “FREEZE” MEANS TO A DISABLED WORKER 

For a worker to become entitled to monthly old-age insur- 
ance (i. e., retirement) payments or for his family to become en- 
titled to monthly payments in case of his death, he must meet 
a minimum work requirement under social security. The amount 
of his payments is then calculated from his average monthly 
earnings in work covered by social security. Under the law as 
it stood before the enactment of the “disability freeze” amend- 
ment, this average had to be calculated over the entire period, 
from a specified starting date until the date when worker be- 
came 65 years old or died. For persons who were totally dis- 
abled before age 65 this meant that the average of their earn- 
ings under the program would keep dropping as long as they 
were unable to work. Moreover, it was possible, when there 
was a prolonged period of disability, to lose the right to any 
payments at all. The new law preserves a disabled worker's 
rights and permits his period of disability to be excluded in 
determining the amount of his benefit. The following examples 
show how the “freeze” provision works: 


Mr. Smith worked in a job covered by social security from its inception 
in 1937 until he was disabled in 1946. When he reached the age of 65 
in 1952, the amourt of his monthly payments had to be based on an 





Director, Bureau of Old-Age and Survivors Insurance, Department of 
Health, Education, and Welfare, Social Security Administration. 
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average of earnings over the entire period from 1937 to 1952. Since he 
had no earnings at all after he became disabled in 1946, the average of his 
earnings, when taken over the entire period, was low, and his benefit 
amounted to the minimum monthly payment of $30. Mr. Smith can apply 
for a determination of his disability. This determination will “freeze” his 
earnings record as it was when he became disabled. His average monthly 
earnings will be recalculated, dropping the period after 1946 when he 
was disabled. In his case, this will mean an increase in his monthly 
payments to $50, beginning with the check for July, 1955. ‘ 
Mr. Jones will not be 65 years old until 1968. He had jobs covered by 
social security from 1948 until 1954, when he became totally disabled. He 
would need nine years of work under social security to receive retirement 
payments in 1968. With only six years of work under social security Mr, 
Jones would not, under the old law, have been eligible for any payment 
when he reached age 65. Under the new law, Mr. Jones can apply to 
have his earnings record “‘frozen.”’ If he is never able to return to work, 
he can still obtain payments when he is 65. If he dies his widow and 
other eligible survivors are fully protected. Should Mr. Jones recover, 
the period of his disability will not be counted against him in determining 
how much working time he needs to meet the eligibility requirement or in 
calculating the amount of any payments. 
The “disability freeze” makes no provision for cash benefits 
during a period of disability; it merely preserves rights to old- 
age and survivors insurance benefits. No payments can be made 


until a worker reaches the age of 65 or dies. 


DISABILITY-HOW IT WILL BE DETERMINED 


Disability is defined in the law as inability to engage in any 
substantially gainful activity by reason of any medically de- 
terminable physical or mental impairment that can be expected 
to result in death or to be of long-continued and indefinite 
duration. Blindness is the only type of disability for which the 
statute provides a specific definition; a person who meets the 
test of blindness is disabled under the law whether or not he is 
capable of gainful activity. Disability of persons suffering any 
impairment other than blindness will be determined on the basis 
of all the relevant facts in their cases and by application of 
general guidelines or standards. Blindness is defined as central 
visual acuity of 5/200 or less in the better eye with a correct- 
ing lens; an eye in which the visual field is reduced to 5 degrees 
or less of concentric contraction is considered to have a central 
visual acuity of 5/200 or less. A person who is blind, as defined, 
can establish a “disability” without consideration of the effect 
on his ability to work. A person with a visual impairment that 
does not meet this definition may, nevertheless, be considered 
under the general definition. Determinations of disability will, 
in general, be made by a state vocational rehabilitation agency 
or other appropriate state agency, under an agreement that the 
Secretary of Health, Education, and Welfare will make with each 
state that is willing. Under the agreement, the state agency will 
be paid for the necessary cost of making these determinations 
of disability. 

Because qualified persons already disabled may establish 
periods of disability retroactively, a considerable backlog of 
cases is expected to be encountered immediately after the pro- 
vision becomes effective. As noted in the example of Mr. Smith, 
some of these persons are already over 65. When a designated 
state agency does not find it desirable to augment its facilities 
to handle the backlog, the state may request that it concentrate 
on current cases. For these, a comprehensive medical evaluation 
of the person’s current condition and his potentiality for rehabili- 
tation is more likely to be needed. The Bureau of Old-Age and 
Survivors Insurance will judge the evidence submitted by or 
on behalf of the applicant in cases that are not covered by a 
state agreement. 


Medical Advisory Group.—To make sure that disabled work- 
ers all over the nation receive equal treatment under the “freeze” 
provision, it will be necessary to develop policies and guides 
to carry out the definition of disability contained in the law. 
These guides will be followed by the state agencies in making 
determinations under this law. The Bureau of Old-Age and 
Survivors Insurance is enlisting the counsel of a medical ad- 
visory committee whose members will be representative of the 
medical profession. This advisory group will help to set up 
guides and procedures for obtaining and interpreting medical 
evidence in accord with sound medical practice. It will also 
assist the government in keeping the guides and procedures cur- 
rent with progress in the science and practice of medicine. In 
formulating standards and guides for the evaluation of disa- 
bility, the Bureau of Old-Age and Survivors Insurance and the 
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medical advisory committee will have the benefit of experience 
acquired through the years by professional personnel in the 
administration of federal and state disability programs such as 
yocational rehabilitation, the veterans’ programs, workmen's 
compensation, aid to the permanently and totally disabled, and 
several disability retirement programs. 

Medical Evidence of Disability—Medical aspects of a de- 
termination of disability will be based on medical evidence of 
disability furnished from either of two sources: 

|. The disabled worker may ask his physician to send a brief 
description of his disabling conditions directly to the office 
handling his application. A short form for this purpose will 
be made available to physicians; its use is optional. Interest will 
be centered on pertinent history, clinical findings, and diagnosis. 
Occasionally, a disabled worker applying for a “disability freeze” 
who has not previously been seen by a physician may find it 
necessary to have a medical examination performed in order 
to meet the requirement that he furnish medical evidence to 
support his application. 2. Alternatively, the disabled worker 
may arrange to have a summary of pertinent medical findings 
from exisiing medical records submitted on his behalf. The 
record may be in a hospital or other institution where he re- 
ceived medical care or in private or governmental agencies to 
which he has previously applied for disability benefits or servi-es. 

If the evidence produced by an applicant is inconclusive and 
requires supplementation or verification before a determination 
of disability can be made, a medical examination may be author- 
ized. This may be, for instance, a request for a specialist’s exami- 
nation. Arrangements for any additional medical data will 
ordinarily be made by the state agency with a local physician, 
The physician furnishing the additional medical findings will be 
paid for his services by the state agency under arrangements 
made between that agency and the physician, as is now done 
when the agency secures an examination for its own purposes. 


WHO IS ELIGIBLE FOR THE “DISABILITY FREEZE” 

Not all disabled persons who have been in work covered by 
social security are eligible for the “freeze.” To qualify, a person 
must have worked for a substantial period of time under social 
security and must, as well, have had recent covered work prior 
to the beginning of his period of disability. He must have social 
security credit for 5 years of work out of the last 10 years, in- 
cluding 1% years of work out of the last 3 years before his 
disability began. (A record of substantial and recent work prior 
to the disability is necessary to help make sure that only those 
who leave the labor market because of a disability have their 
contribution waived. In accordance with the principles of a 
contributory program, thos: who stop contributing for other 
reasons suffer a loss in protection.) To ensure that only s2rious 
disabilities are considered, a worker’s earnings record cannot 
be “frozen” until after he has been disabled for six months, 
and then only if it appears that his disability will continue for 
a long and indefinite period or end in death. He must be dis- 
abled at the time he applies for the “freeze.” The period during 
which his record can be “frozen” ends with the time when his 
disability ceases or he attains the age of 65. 


WHEN AND WHERE “FREEZE” APPLICATIONS MAY BE FILED 


Workers who have been disabled for six months or more may 
file applications to have their social security benefit rights pre- 
served. A person who files an application before July, 1957, 
may establish a period of disability that is fully retroactive to 
the time he could first have met the qualification. Thus, persons 
(like Mr. Smith in the first example) who are now receiving 
social security retirement payments and who became totally dis- 
abled before age 65 may have the amount of their payments 
lucreased if they file an application for a “disability freeze” 
before July 1, 1957. However, no benefits can be increased under 
this provision for the months before July, 1955, and the appli- 
cant must be alive on July 1, 1955. Applications filed after June 
30, 1957, can go back no more than one year. 

The place to file an application for a disability freeze is the 
hearest social security district office. There are more than 520 
such district offices throughout the nation and, in addition, more 
than 3,000 other contact points with the public, operated through 
these district offices. All are available to assist individual appli- 
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cants and also to furnish information to persons and organiza- 
tions on the operation of the old-age and survivors insurance 
provisions of the social security law. 

SUMMARY 

The “disability freeze” is (1) a means of preserving a disabled 
worker's future rights to old-age and survivors insurance (the 
period of his disability will not be counted against him in de- 
termining eligibility and the average of monthly earnings on 
which the amount of benefits will be based) and (2) a way of 
having more totally disabled workers promptly referred for 
rehabilitation services. 

The operation of the new law is as follows. 1. A disabled 
worker can apply for the “freeze” through his nearest social 
security office if his disability has lasted at least six months. 
2. To qualify, he must have worked a required length of time 
under social security and must submit medical evidence of his 
disability. A form can be filled out by his own physician, or 
he can arrange to have a summary of existing medical records 
submitted on his behalf by a hospital, other institution, or 
private or governmental agency. 3. Medical and vocational evi- 
dence will be evaluated in each state by a vocational rehabilita- 
tion or other agency designated by the state, under agreements 
to be made between the states and the Secretary of Health, 
Education, and Welfare. In cases not covered by an agreement 
(especially the backlog), the Bureau of Old-Age and Survivors 
Insurance will judge the evidence. 4. Guides and procedures 
will be developed nationally in counsel with a medical advisory 
committee composed of representative members of the medical 
profession. 5. State agencies will be reimbursed by the Federal 
Old-Age and Survivors Insurance Trust Fund for the necessary 
cost of making determinations of disability, including the cost 
of obtaining additional medical data under state arrangements 
wi.h local physi-ians. 6. Applicants for the “freeze” will also 
be considered for referral to state vocational rehabilitation 
agencies for appropriate services. 

Equitable Bldg. (2). 
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Procedures in the Diagnosis of Cardiovascular Disease: 16 mm., color, 
sound, showing time 32 minutes. Produced in 1953 by and procurable on 
rental or purchase from the Department of Cinema, University of Southern 
California, 659 W. 35th St., Los Angeles 7. 

This film shows the conduct of small group clinic instruction; 
then it demonstrates the application of special techniques to a 
study of a case of mitral stenosis. The presentation of such a 
mass of factpal material and the understanding of the reasons 
and detail of the procedures used must necessarily be rapid in 
a film of this length. As a result, the omission of some of the 
necessary mechanisms is unavoidable. For example, a strain 
gauge manometer is not shown. The oszillometer recording of 
pressures is not demonstrated. The significance of spatial vector 
cardiography is briefly mentioned, and the role of each of the 
five persons at the catheter table is not made clear. Safeguards 
against iodopyracet (Diodrast) reactions are not mentioned for 
angiocardiography. The roentgenographic images, when shown, 
are on the screen too short a time for the viewer to comprehend 
their detail. Brevity of a number of these items, though in- 
evitable, might be readily corrected with discussion by someone 
able to explain the detail of the procedures after the film has 
been shown. In the presentation of such films in the future it 
would be well to minimize photography of faces that can, at 
most, present emotional responses of teachers, students, and 
patients, and use that time for factual presentation. The catheteri- 
zation sequence is much too dramatic, as is the entire film. The 
photography is excellent and some of the scenes in the catheteri- 
zation sequence are especially well done; however, there is too 
much narration in the film and not enough visualization. If 
the film fosters the idea that cardiology consists in these several 
techniques and in specialized techniques alone, it could have 
some deleterious influences, because, of course, cardiology is a 
clinical discipline. The film could well be seen by medical stu- 
dents who have no other contact with catheter techniques. 
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The following article involves a controversial and difficult 
subject. Its presentation does not necessarily imply approval of 
the proposals set forth in it, but it is offered as representing the 
opinions of the authors and for the interest that it should produce 
in this field of medical economics.—ED. 


CRITERIA FOR ESTABLISHING FEES 


Chester Porterfield and Geoffrey Marks, Seattle 


In previous discussions in this series’ we have concentrated 
primarily on the presentation and collection of the physician’s 
fees for service and have given only incidental attention 34 to 
the important questions of what fees he should charge and how 
he should arrive at them. Since, in our observation, the success 
of any particular fee schedule depends far more on the physi- 
cian’s attitude in applying it than on the actual dollar values 
stated, we shall begin by setting up the basic criteria that fees 
must meet, then consider the commonest approaches to setting 
the fees, and finally (in the sixth article of this series) demon- 
strate the application of the hourly-rate basis as that which we 
feel most nearly meets these criteria. 


FEES MUST BE FAIR TO THE PATIENT 


As a first premise, a fair fee to the patient is one that is within 
his power to pay over a reasonable period of time without the 
sacrifice of other necessities basic to his minimum standard of 
living. How shall we define these convenient but confusing 
terms? To some persons necessities mean far different things 
than to others, and most Americans subscribe in some measure 
to our traditional gambler’s hope that medical misfortune “can’t 
happen here!” The minimum living standards concept is equally 
hazy to most persons; and while some criteria are generally 
accepted, there is still a vast difference in definitions when one 
attempts to find out what different persons consider essential 
for themselves. However, since we are here attempting an ob- 
jective appraisal of fair medical fees, we can best state fairness 
from the patient’s viewpoint in such relative terms as these. As 
a second premise, a fair fee should not generally require a 
patient to pay more than other patients are charged by that 
physician for a comparable service. Conversely, if a reduced 
fee is given, the patient should know the full regular charge and 
the reason why he has been given an allowance, so that he will 
be under no future misapprehension regarding*that office’s 
charges. As a third premise, the “fair” fee for a particular patient 
may have to be high enough to enforce his appreciation of the 
service rendered as well as his cooperation. Admittedly, the 
above premises allow for a wide margin of interpretation and 
application and, as they stand, do not afford the clear-cut defini- 
tion of “fairness” we should like to present. Through expanded 
consideration of each, we hope to establish them as general 
principles, though not as rigid rules, that the physician can then 
profitably apply to the setting of particular fees. 


Ability to Pay.—The patient’s ability to pay must first be 
differentiated from his willingness to pay, which is an entirely 
different question. For present purposes let us assume that the 
patient has recognized his need for the service to be performed 
by the physician and is ready to proceed. Two major facts must 
then be established and considered in relation to the fee that is 
to be presented: (1) the patient’s family income bracket, in- 
cluding the extent to which that income will be interrupted by 
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the medical service planned, and (2) the family standard of living 
and financial obligations. Two examples may serve to demop. 
strate extreme aspects of both points. 

A client asked our advice on making a major fee allowance 
for medical and surgical services that he saw would be necessary 
for the mother and two of the three children of one family, op 
the grounds that “these poor people couldn’t possibly afford the 
whole bill.” We found that both parents (in their early 40's) 
were working; in fact, both were foremen with considerable 
responsibilities in departments of a large manufacturing concern, 
were fairly well assured of continuing employment at good 
wages, and held company-sponsored health insurance of jp. 
demnity type. They lived fairly frugally, owning their own 
modest home, and the children, of high school age, all held 
part-time jobs. As we indicated to the physician, their gross 
family income was probably greater than his. In this instance 
it was possible to plan the services over the space of a year or 
more and to space the payments over a somewhat longer period 
of time. The total cost, which, it is true, could not have been 
paid in one sum, could be met by such budgeting, which ip. 
cidentally required a minimal call on the family’s savings and 
emergency reserves. The high total charges were, by this ap. 
proach, made fair for the family. 

In the second instance, we called an internist’s attention to 
the rapid accumulation of several hundred dollars in charges for 
hospital calls to one patient during the previous month, with 
continuing house calls at the rate of several per day. The physi- 
cian pointed out the address, in one of the city’s best residential 
suburbs, and informed us that the patient was an extremely 
successful automobile salesman, 59 years old, and evidently of 
considerable means. Our further questions brought out that a 
major operation had been performed, the surgeon’s fee would 
run around $1,000, and there had been 10 days of private-room, 
private-nurse care in the hospital. Most important, the man had 
been ill for nearly a month and would be unable to return to 
work even part time for another several months. He had no 
health insurance of any kind. Consequently, he would have to 
meet from his own resources around $2,500 in medical costs 
and, at the same time, suffer a complete cessation of income for 
at least three months, since his entire earnings were from his own 
sales commissions. Putting together these additional facts made 
it evident that there was at least a possibility of the patient's 
being unable to meet the cost; he would almost certainly have 
to draw on savings, if he had them, to pay the bills and mean- 
while maintain himself and his family in the style of living to 
which they had become committed. Therefore, we indicated the 
urgent necessity of discussing the financial problem with him at 
the earliest possible moment so as to determine the exact situ- 
ation and permit him to make plans to work it out. As we had 
feared, there was indeed a problem, an acute one that had the 
patient literally “worried sick” and was materially impeding his 
recovery. There was, however, a solution, although it involved 
the postponement of even small payments for six months, while 
the patient offered his personal notes as token of his intention 
to pay when he regained his earning capacity. 

The moral of these extreme examples is that ability to pay 
cannot be determined or assumed on the basis of such inadequate 
evidence as social position or so-called professional status, as 
many physicians and dentists have discovered to their sorrow 
when they have achieved their ambition of a “blue-ribbon” 
practice. The physician must, in fairness to his patients, find out 
what their true financial status is, at least to the degree of being 
able to offer arrangements for payment of his fee that wil! be 
within reason. The clues he seeks and specific information on 
finances will generally be offered him voluntarily by the patient 
in the course of the initial interview, particularly if he approaches 
the history in the spirit of a sympathetic listener instead of 
regarding the patient’s attempts to tell about himself as a wast¢ 
of valuable time. Even should specific financial information 10! 
be disclosed, enough references will be made to permit the phys! 
cian readily to bring up the subject himself, without embarrass 
ment, in the atmosphere of mutual trust that results from the 
proper approach to the case history and the preliminaries [0 '. 
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Fixed Fees.—Another aspect of fairness to the patient is that 
of varying charges; it was our second premise that, if patients 
receive comparable services, it is unfair to charge one more than 
another on any arbitrary basis. The physician must determine 
what fees he will regularly charge for the various services he 
performs and must not vary those fees except under certain very 
special circumstances. One of these is the allowance he gives to 
worth-while, needy patients as his personal charity; the other is 
the contingency fee he charges the “difficult” patient who, for 
one personality quirk or another, will demand excessively of his 
time and energies. The need for such variations arises far less 
often than physicians usually assume and, as we shall see when 
we discuss the several approaches to setting fees, has largely lost 
its original justification. Enough for the moment to indicate that 
such fee variations are only valid when made on the physician's 
own initiative and on the basis of his full knowledge of the 
patient’s circumstances. 


Level of Fees.—If the physician sets his fee for a particular 
service at too low a level, he may be unfair to his patients for 
two reasons: first, he may be tempted to skimp on his time and 
attention to that service in order to earn enough money from it, 
and second, patients generally have few bases other than cost 
on which to weigh the relative abilities of the physicians whose 
services they require. In an ophthalmologist’s practice, when his 
refraction fee was raised from $10, the going rate in that com- 
munity, to $12.50 and then to $15, the volume of demand for 
that service increased in direct proportion. Initially the practice 
had been under considerable pressure, with a waiting period for 
refraction appointments of 6 weeks; by the time the fee had 
reached $15, a level that should have deterred those “shoppers” 
who wanted the cheapest service, the backlog of appointments 
was up to 10 or 12 weeks. The reaction was one that we have 
heard repeatedly in such cases: “He must be better—he charges 
more,” or the preferable and equally often heard response, “I 
know he charges a lot, but it’s worth it, and besides, I wouldn’t 
go to anyone else!” On the other hand, the physician who con- 
tinues to undervalue his own superior services finds them cor- 
respondingly undervalued by his patients. When he must present 
to them a critical decision, they will often seek confirmation 
from a more expensive consultant, thus merely increasing the 
cost to themselves of a diagnosis they would not accept from 
their own physician. Therefore, we say that it is unfair to the 
patient so to undervalue your services that he loses, or does not 
develop, confidence in your judgment and ability. 


FEES MUST BE FAIR TO THE PHYSICIAN 


To the physician, a fair fee is one that permits him to meet 
the costs of maintaining his office, is in proportion to the time 
and energy he applies to the particular service, and furnishes 
him an adequate net professional income to meet his personal 
and family obligations, maintain a suitable standard of living, 
and provide for a reasonably independent status on retirement. 
Again, several of these criteria are indefinite, and each physician 
can only establish his personal and family living requirements 
and provide for his and their future protection according to his 
own best judgment and conscience. 


Office Maintenance.—The physician's office overhead in- 
cludes, in addition to the predictable items that are relatively 
fixed, a large number of expense categories whose level depends 
either on the physician’s desire to offer by himself as complete 
a roster of ancillary services as possible, thus meriting the higher 
fees appropriate to his more complete service, or on mechanical 
Or other means to save the physician’s own time and energies 
for the more productive and significant aspects of his work, so 
that he can, in the long run, perform effectively for a larger 
number of patients and thus charge them lower individual fees. 


Time and Energy.—The second criterion is important because 
i affects the physician's attitude towards his work. He can never 
entirely escape from the primary economic motivations of our 
culture, particularly when, as an independent enterpriser, he is 
regularly and frequently reminded of the increasing cost of all 
the goods and services he must purchase to maintain his office. 
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Consequently, his disgruntlement at the lengthy or intensive 
service for which he can charge only a minimal fee, whether 
the result of an unexpected problem arising with that patient or 
of low fees dictated to him by some group, is at least partly justi- 
fied. Its effect on his income is obvious, since he cannot afford 
to continue his practice if such services leave him too little time 
for moré remunerative work. Its effect on his relations with those 
patients is even more serious; not knowing of his financial prob- 
lems, they will inevitably resent any attempt to hurry, taking 
revenge by demanding more of his time, and will feel that his 
annoyance, no matter how he tries to hide it, is directed at them 
personally and is evidence that he does not consider them as 
important as his other patients. While the single physician seldom 
has sufficient influence to change superimposed fee schedules 
that he feels are discriminatory, he can and must protect his 
good relations with his own patients by seeing to it that they 
fully appreciate the financial aspects of the situation. Glaring 
inconsistencies in the fee schedules set up by such groups as 
insurance organizations can be and have been corrected, but 
only when the physicians themselves have taken time and trouble 
to present legitimate reasons for such changes. 

Financial Security.—The third criterion, that of providing for 
the adequate support and future protection of the physician and 
his family, is simple to state but almost impossible to define, 
except perhaps in a negative way. The long hours of hard work, 
the arduous training and intensive concentration, and the heavy 
responsibilities of judement and decision should justify the 
anticipation of a better than modest financial return. The physi- 
cian whose personal abilities fulfill this promise has a right to 
enjoy the fruits of his labor. He should a!so be granted the right, 
along with other self-employed professional and business men, 
to relief from the tax discrimination that now impairs his ability 
to build a retirement estate, relative to the advantages allowed 
corporate executives of comparable training and attainments. 
However, the mere fact of being a physician does not guarantee 
any such right, nor does it excuse the ostentatious social display 
in which many physicians feel privileged to engage even when 
their earnings do not permit it. A luxurious standard of living is 
neither a necessity nor a perquisite of the physician's status; if 
he chooses it to the neglect of his own future welfare, he should 
not expect to escape from his own improvidence by charging 
higher fees to his patients. 


FEES MUST BE FAIR TO THE PUBLIC 

To the public, a fair fee is one that does not foster or en- 
courage intergroup antagonisms and misunderstandings or serve 
as a convenicat focus for such resentments as already exist 
Attempting such a definition, even in this negative wording, 
raises the general question whether there is any wider social 
implication in the fee aspect of the physician-patient relation- 
ship than the purely personal points discussed above. American 
physicians have traditionally been individualistic in their ap- 
proach to their professional duties and responsibilities, and they 
tend to consider their responsibilities to their patients and to 
the community at large as entirely separate and unrelated. They 
thus express the free-enterprise philosophy that has always run 
deep in American life. While physicians do not ignore our second 
great national tradition, concern for the entire cultural group 
or community, they generally consider their own participation 
and attitudes as citizens to be separate and apart from their 
activities as physicians; they either put community responsibili- 
ties in an “after-hours” status or feel that they are absolved of 
personal concern through the organized programs of their 
medical organizations. Granted that these official activities in 
the areas of education, liaison, and community welfare are essen- 
tial and of constantly increasing importance, they cannot sub- 
stitute for the individual physician’s own efforts, of which they 
should merely be an extension. These efforts should and must 
be an integral part of the approach to the practice; even though 
each patient must be handled as an individual, he cannot receive 
the fullest benefits of medical care unless his various family, 
occupational, religious, and other relationships are taken into 
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account and managed constructively. Since the cost of medical 
care to the patient is a factor affecting not only himself but 
many of his group relationships as well, we feel that the issue 
of fees being fair to the public is an important one, meriting the 
same consideration as the more obvious points of fairness to the 
persons involved. - 

The elimination or avoidance of intergroup antagonisms 
within the culture is an important social obligation, and we 
therefore offer this as a valid basis for raising the question 
whether fees are fair or unfair to the public. By this definition, 


any fee may be unfair under some circumstances. For the 


moment, let us consider the specific bases of organized an- 
tagonism toward the medical profession in the United States 
today, as distinguished from the generalized “fear and resent- 
ment of the medicine-man” that we have previously 1» suggested 
to be atavistically operative in most persons. The two charges 
oftenest made against American medicine are: (1) the costs of 
an illness are beyond the means of most persons and (2) there 
are too few physicians, and these refuse to serve when and 
where they are most needed. In this organized attack, physicians 
are pictured as solely interested in money and as deliberately 
turning their backs on large geographical areas or groups where 
they are needed. A third rallying cry of the doctor-baiters is 
that “organized medicine” is “reactionary’—whatever those 
symbolic noises may signify. On a basis of objective analysis 
of facts both major charges can be refuted; the true facts regard- 
ing the status and quality of’ American medicine have been 
repeatedly and accurately presented. In no other country and at 
no previous time in history has so large a plurality of the total 
population been in a position to receive the benefits of scientific 
medicine. The results, strikingly shown in the drastic reduction 
of maternal mortality and the equally remarkable extension of 
life expectancy, should be self-evident. Instead, they are fre- 
quently ignored or quoted by medicine’s more virulent critics 
as evidence that physicians are merely holding back on the 
greater miracles they can and should produce! This is a startling 
reminder of our more than vestigial tribal attitude toward the 
medicine-man, so dramatically apparent in most tribal cultures. 
The failure of the medical profession to gain recognition for its 
leadership in these great advances can only partly be ascribed 
to the official conservatism of organized medicine, the third 
accusation of the antagonists. For the most part it results from 
the failure of individual practitioners to introduce to their 
patients the new developments in the science of medicine as they 
properly apply to the individual case, thus leaving the patient 
as a member of the general public to obtain his faulty impres- 
sions from frequently distorted reports in the public press; these 
distortions result, in turn, from the reluctance of medical in- 
vestigators to present a truly realistic and understandable picture 
of their findings or to state them as preliminary, tentative, or 
definitive. 


Charge of Excessive Cost—We must directly answer the 
claim that the costs of illness are beyond the ability to pay of 
most persons. This accusation carries the highest emotional load- 
ing of any of the current charges against the profession and has 
the least validity. While the fees charged by physicians for their 
services have, on the average, increased about 55% in the past 
15 or 20 years (compared to a 90% increase in the entire con- 
sumers price index), the effectiveness of the physician’s services 
has been multiplied so greatly by the advances in the science 
of medicine that the average income of physicians has risen at 
almost exactly the national average rate of increase in income 
of the gainfully employed.* By comparison, the average income 
of the dental and legal professions has experienced a relative 
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decline, since these groups have not had the advantages of com. 
parable scientific advances.* Then why do many groups in oyr 
society choose to ignore the facts and raise this false charge 
against the medical profession? Aside from personal or politica} 
motives, a subject that need not be discussed here, the more 
important question is why those charges are believed. Their un- 
critical acceptance, against which logical refutation seems to 
make little if any headway, is based on resentment against need- 
ing the service in the first place. Persons will gladly pay for 
what they want, as can readily be seen by comparing the esti- 
mated percentages of the average person’s spending: about $4 
out of every $100 for health services and a like amount for 
jewelry, $6 for liquor, $8 for tobacco, and at least $10 for 
gambling. As was pointed out above, even the most reasonable 
fee may be considered unfair when it is for an unwanted service, 
no matter how badly needed. Almost all medical costs are un- 
fair by definition so long as it is human nature to be more willing 
to pay for what we want than for what we need. 


We can see no solution to this problem unless or until there 
is a general shift in the basis of group attitudes, of which the 
foregoing is an example, from the emotional to the logical, or 
until new emotional motivations can produce a new type of 
desire for medical care. The greatest hope for the development 
of such an attitude is through the creation and acceptance of 
a program of preventive medicine, a concept toward which some 
small progress is being made but which is for the most part still 
nebulous and undefined. Few persons now contemplate medical 
expenditures in the same sense as the purchase of tangible assets, 
and even among services competing for their various wants and 
needs medical care is “the service nobody wants to buy.” How- 
ever, if the definition of medical care can be expanded beyond 
the emergency level this phrase implies, there is hope for making 
its cost a more positive expenditure and possibly one that is 
regarded as a desirable investment. 


Charge of Inadequate Service.—The second general accusation 
against physicians is not immediately a part of the consideration 
of the social aspects of fees; however, several inferences in the 
allegation that physicians will not give service where and when 
needed cast some light on the anomalous fee question. The de- 
mand for “service availability” suggests that when the desire 
for it is urgent medical care is largely considered as a public- 
utility type of service; even the privately practicing physician is 
viewed as a public servant so far as the provision of service is 
concerned and only reverts to his position of private entrepreneur 
as he presents and collects his fees. The present implications and 
future development of this status are many, and the purpose of 
suggesting it at this time is only to indicate its importance as 
background to the immediate problems of the practitioner and 
to aid understanding of their direct manifestations. Perhaps it 
may also encourage physicians to take a more active role in 
guiding the future trend of their mutual relations with other 
groups and persons in our society. 


POSSIBLE BASES OF FEES 


The argument as to what fees are fair and our previous dis- 
cussions of the presentation of fees have skirted the issue of 
the means by which the physician arrives at the fee itself. Yet 
this is a question faced by each new practitioner as he begins 
solo private practice, as he engages in one or another degree of 
specialization, and as his professional and personal income re- 
quirements change throughout his career. We shall consider three 
major approaches to the solution of this problem, recognizing 
as we do so that specific fees or a particular fee schedule are 
seldom arrived at in a consistent application of any one of them 
and that the physician’s changing motivations and attendant cir- 
cumstances may bring all three approaches into play in setting 
a particular charge. Our goal in holding them up for separate 
study should, therefore, be construed not as ignoring their inter- 
relation but as a means by which they may more effectively be 
studied and their effect upon the physician’s decisions recognized. 
These basic approaches, the sliding scale, the competitive, and 
the hourly rate, are outgrowths of different attitudes and cus- 








sca 
the 
cu 
col 
lai 
for 
thi 
dul 
abl 


lor 
but 
ow 
an 
the 
for 
his 
lon 
cal 
suc 
cot 
per 
spr 
adi 
era 


dis 
of 

ma 
cla 
edu 
por 
our 
ren 
pos 
the 


up 
to | 
phy 


pat! 
Pat 
we: 
pot 
for 
the 
Vol 
gra: 
has 
trus 
SUS| 
traf 
Vid 
the 








om- 
our 
irge 
ical 
lore 


‘Sti- 








Vol. 157, No. 3 


toms that have clashed throughout medical history as the status 
of the physician has gradually changed and the basis of his 
economic position has varied. 

Sliding-Scale Fees.—Probably the earliest approach to setting 
medical fees in our own cultural background was the sliding 
scale, which is more colloquially expressed in the phrase, “Soak 
the rich to care for the poor.” The medieval European physician 
customarily was sponsored by a rich patron and held a status 
comparable to the household’s master of musicians or chamber- 
lain, that of a sort of upper-class servant. Most persons, except 
for those immediately connected with the noble households, 
thus had available no professional medical care or, at best, the 
dubious ministrations of the barber-surgeons and the question- 
able potions of apothecaries. When the physician did minister 
to these persons, it was either of his charity or that of his noble 
lord; if he demanded a fee the amount could never be large, 
but even so it was often everything the poor villager or peasant 
owned. The most radical change in status occurred when social 
and industrial revolutions combined to release the majority of 
the population from hereditary serfdom and it became possible 
for any person to attain prominence, power, and riches through 
his own inventive or competitive abilities. Physicians could no 
longer hold automatic sinecures, and their status gradually be- 
came that of independent operators in the economic sphere, their 
success being measured in terms of the amount of pay they 
could demand from their patients. It was during the 19th century 
period of rampant competitive materialism that the most wide- 
spread application of sliding-scale fees took place; we must 
admit a certain justice in the attitude of the physician of that 
era in “soaking the rich,” as his private tax levy aided in re- 
distributing the wealth then so heavily concentrated in the hands 
of a few. In the United States, the justification for this approach 
by the physician or any other private enterpriser began to 
dwindle on the passage of the 16th Amendment, and the ensuing 
encroachments of income-tax rates have largely removed from 
the physician’s hands both his opportunities to redress such in- 
equalities and whatever ethical backing those occasional raids 
on the very rich had once possessed. One aspect of this trend is 
of great concern to the independent physician; as we have al- 
ready noted, present income-tax and social security philosophies 
discriminate against the independent professional man in favor 
of the corporate executive, a member of the new and favored 
managerial profession. At the same time, the physician who 
claims the right to recover the capitalized cost of his arduous 
education must remind himself that he paid a relatively small 
portion of that cost and that he has been heavily subsidized by 
our entire society during his period of training. He should also 
remember that most physicians have bettered their own income 
Positions in recent years almost in exact correspondence with 
the improved earnings of the general population. 

The leveling influence of our tax structure on wealth has built 
up a comparable attitude of social equality; this has given rise 
to the feeling among those of higher economic status that the 
physician no longer possesses the right to tax them at all but 
should charge them only the fee he would charge any other 
patient for the same service. When the physician greets a new 
Patient whom he suspects of possessing greater than ordinary 
wealth or earning capacity, he would do well to remember this 
potential response to his quoting a fee beyond his normal range 
for the service desired. He may receive a sharp reminder that 
the patient has already made his own large contributions, 
Voluntary or involuntary, to our society’s medical-health pro- 
grams, and probably he will lose the patient against whom he 
has discriminated. The physician-patient relationship of mutual 
trust and confidence is impaired when the patient knows or 
suspects that the physician will charge for the service all the 
traffic will bear; he may withhold data that he feels might pro- 
Vide a clue to the state of his pocketbook, not recognizing that 
the same information might be the key factor in diagnosis and 
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cure. Whether or not this situation arises, there has been estab- 
lished a real barrier to the partnership that should be created 
between the patient and physician. The occasional wealthy 
patient may be truly grateful for the service and willing to pay 
the -physician’s luxury-level fees, but, unless he knows that the 
physician has put on an additional tax for the privilege of his 
service, that wealthy patient will hesitate at referring his less 
wealthy friends to him, on the grounds that they could not afford 
his services. When the physician does acknowledge that his fee 
is based on ability to pay, he may completely alienate the 
minority of wealthier patients and thus downgrade his practice 
to a low income level; if his personality and professional abilities 
are so exceptional that his services are sought in spite of his 
attitude toward charges, he may succeed financially anyway 
but will still incur the resentment and distrust of his patients. In 
one pioneer study ® several years ago the term biological black- 
mail was applied to this approach, and we ask whether the physi- 
cian’s modern social role has any place for it. 

Competition.—As a general basis for fees, competition is 
probably the approach most widely used by physicians as they 
set up their initial schedule of fees and in the occasional adjust- 
ments they make in the schedule. Most of the factors of the 
market place influence the basic decisions that physicians reach 
in this area. The main informal ones are what the man down 
the hall or down the street charges for the same service; the 
“excellence of the product” as gauged by intensity and degree 
of specialized training and relative skill in performing the service, 
again in comparison to other physicians and their charges; and 
the degree of demand for the particular services in the com- 
munity. Formal competitive factors most frequently in evidence 
are such published schedules of fees as those accepted by various 
insurance organizations and the studies of average fees fre- 
quently made by medical societies and other organizations in 
the field of health. Definite, mandatory rates, such as the in- 
surance schedules, are often used by the private physician with 
little modification. Some other bases are less sharply defined, 
such as the guesses the physician makes about what a particular 
colleague charges; most physicians tend to answer evasively any 
direct questions about their fee schedules, and hearsay reports 
are even less dependable. The average-fee studies of medical 
societies are somewhat more reliable, but we have observed that 
physicians are even loath to state their fees honestly or to identify 
themselves when their own society invites them to complete a 
fee questionnaire on the most confidential basis. Consequently, 
in most instances the average fee becomes as meaningless as the 
equally vague concept of the “average physician.” Some studies 
now supply such breakdowns as the type of practice and size of 
community, but there is still much room for improvement in 
such basic questions as the exact definitions of particular serv- 
ices, which men of different training and different medical 
generations will consider in widely different lights. 

The practical-minded physician will weigh these factors in 
setting up an initial fee schedule and will modify or change his 
fees from time to time according to changing demand or what 
he considers his changing competitive position. The theory of 
competitive fees is compatible with our present economically 
oriented society; there is much social ethical justification for 
fees so arrived at, if those fees actually measure the physician's 
professional capabilities within his specialty and in the com- 
munity. Other professions, such as law and accountancy, find the 
same competitive factors at work and face similar problems in 
setting charges for their services. The combination of tradition 
and competition has forced them to set minimal fees for some 
services but permits much higher fees for others that may be of 
more dramatic significance to their clients. (We have often heard 
tax accountants ruefully remark that they couldn't possibly 
charge some of their physician clients enough to cover the time 
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and effort involved in their tax work but hoped they might make 
up the losses with clients who kept more complete and orderly 
records.) More and more, however, these professions are tending 
toward retainer fees for continuing services or charging on the 
basis of the time actually required, or a combination of both. 
The specific determination and acceptance of these fees depends 
largely on the competitive factors of reputation, the availability 
of other men capable of performing the same service, and the 
client’s ability to meet the costs. 


It is relatively easy for a physician to accept a competitively 
determined, or average, fee schedule, since it apparently relieves 


him of having to make onerous decisions for which he has little 


training or inclination. Yet once they have put such fees into 
operation, we have observed most physicians to be unhappy 
over the real or fancied inequities that result. These can be 
traced to a combination of factors, including the physician’s 
insistence that his professional code and standards rule out the 
competitive struggle for patients; the fact that the type of service 
seldom permits the purchaser, or patient, an immediate free 
choice of the preferred supplier among several offering com- 
parable services; and the related fact that the patient rarely is 
in a position to compare professional merits and decide ob- 
jectively whether. one physician’s services are actually worth 
more money to him than another’s. The assertion has long been 
made, though it may be difficult to prove, that a physician’s 
technical and professional proficiency is responsible for only 
about 15% of his success, the remaining 85% resulting from 
a complex of personality and related factors. Higher fees might 
be justified on the basis that an attractive personality can ac- 
complish much in mobilizing cooperation in therapy; however, 
this factor has also aided toward financial success a number of 
amiable and popular physicians of mediocre training and ability. 
However distasteful this statement may be to most physicians, 
the situation that evokes it will undoubtedly continue as long 
as they offer their patients no more substantial clues to. their 
abilities than their personal charm and the framed diplomas on 
their office walls. 

A far more serious criticism of competitive fees is a result 
of the current reaction to the published schedules of average 
fees. They have been widely interpreted by the public as an 
official statement of proper fees, and from them it has been 
inferred that any higher fees are unethical. This inference, in 
turn, has become a most effective propaganda weapon not only 
against individual physicians but also against their professional 
societies, which are accused of being unable to control the fees 
they have set up for their members! This vicious circle of pres- 
sures tends to force all physicians into accepting in their own 
practices the average fees that were originally intended only as 
rough guides for their free decisions, thus reducing all practices 
to the average level and leaving no financial incentive to 
encourage greater abilities except that of seeing a larger number 
of patients in a shorter period of time. In even more marked 
fashion, published minimum fee schedules, such as the re- 
imbursements allowed by most insurance policies, force fees 
down to their level through the mistaken assumption that “the 
insurance is supposed to cover everything,” an atttitude which, 
as we have previously pointed out,’ encourages the patient to 
deny his primary responsibility. 

On the whole, the competitive approach to establishing fees 
has a somewhat greater present-day validity for physicians than 
the sliding scale based on assumed ability to pay. The factors of 
competition will operate to some extent on whatever fees a 
physician sets for himself, though the basis of that competition 
may not be one that he would recognize or admit. However, 
we do not feel that it is valid as the exclusive, or even the pri- 
thary, basis on which to set up a fee schedule. 


Hourly-Rate Basis —The hourly rate is the newest major 
approach to setting fees and has far less acceptance than either 
of the other two. Certain groups of specialists, psychoanalysts 
in particular, have generally adopted it, and it is interesting to 
note that it has become prominent in dentistry as well as in 
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law and accountancy. Most physicians still feel that while ap 
hourly-rate basis might work in some limited instances their 
own Situation is too different to permit its application; the syr. 
geon will nominate the internist, the internist the surgeon, ang 
the general practitioner the first two as likely candidates fo; 
hourly-rate fees, but each disqualifies his own field. Yet, while 
these rationalizations are being offered and the entire hourly. 
rate approach ridiculed, these same physicians are subconsciously 
applying at least part of its principle whenever they vary 4 
charge because of the service taking more or less time than 
anticipated. Such variations, however, violate one of the basic 
rules in presenting fees, namely, that the patient should know 
the fee to which he is committed for each service prior to jts 
performance or, if this is not possible, that he should know a 
least the basis on which that fee is to be set. Therefore. 
when using this approach it is customary to modify the strict 
application of time to the fee by basing the charge to each 
patient on the average time required to perform the same service 
for a number of patients. This may be expressed directly jn 
dollars, or it may be worked out in terms of arbitrary units jf 
that proves a more convenient means of relating all the services 
performed by the physician in the creation of his complete fee 
structure. The average fee satisfies the criteria by which patients 
judge the fairness of charges. The patient wants a certain service, 
but he wants it in terms of results rather than of the means by 
which those results are achieved. To him the cure is all-important, 
and when he pays the bill he usually expects to pay whatever 
another patient pays for the same result. The means required 
and the time involved are of little or no interest to him. There- 
fore, the average hourly-rate fee is applicable; its success depends 
on the thoroughness and accuracy with which the physician has 
made the studies that lead to the average. The hourly-rate 
approach is also fair to the physician in that he is assured of re- 
ceiving a fairly definite income from every working period, no 
matter what services he performs, since all his fees are based 
on the same hourly rate or assigned value per unit. By presenting 
fees on an averaged basis, he protects himself and the patient 
from the mutual annoyance of unexpected additional charges 
when treatment must be longer than anticipated and protects 
himself from loss of income when a fortunate patient is cured 
in a shorter time; in other words, he is no longer penalized for 
superior performance. 

We shall discuss in detail the development of an hourly-rate 
schedule of fees in the next article in this series; briefly, its basis 
is the establishment of a value per hour of working time that. 
multiplied by the intended number of hours scheduled per year. 
will bring in a gross income sufficient to meet operating over- 
head plus all personal, insurance, income-tax, and estate needs 
This value, or rate per hour, applied to the average time require- 
ments for each particular service performed, gives the fee that 
should be charged for that service. The reaction of many pro- 
fessional men to whom we have first outlined this concept as 2 
preliminary to revising their fee schedules has been, “It won't 
work!” However, having already heard most of the objections 
and exceptions that can be raised to the approach, we will onl) 
state that the objections can be disposed of when there is a wil! 
to do so. Admittedly, some modifications in applying the principle 
will be required in dealing with certain services and certain types 
of patients. We shall, however, expand on these modifications 
and give specific examples of application in our more complete 
analysis of the entire approach. Our major purpose in advocating 
hourly-rate fees, aside from their being on a fairer basis than 
any other we are aware of at this time, is the advantage thei 
use affords in building a sound physician-patient relationship. 
The physician who is confident that he has derived his fees on 
a basis that will be equitable to both himself and the patient is 
equally confident in presenting those fees to the patient; this 
guarantees readier acceptance and easier collection. With the fee 
established in advance, he can present it in advance and make 
payment arrangements in advance, thus doubly assuring his ow! 
income and the greater satisfaction of his patients. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Severe Anaphylactic Reaction From Oral Penicillin. D. Eisen- 
stadter and A. E. Hussar. Am. Pract. & Digest Treat. 5:783-785 
(Oct.) 1954 [Philadelphia]. 


The oral route for penicillin administration is apparently 
gaining wider use. The claims favoring oral over parenteral 
therapy are practicability, low incidence of sensitization, and a 
minimal risk of the much feared anaphylactic reaction. The 
case presented was that of a woman, aged 22, who took a tablet 
of 300,000 units of crystalline penicillin to relieve a head cold. 
Five months previously the woman had received penicillin or- 
ally, 600,000 units three times daily for six days, for a vulval 
abscess that had developed in an infected suture wound follow- 
ing delivery. The tablet she took now had been left over. About 
10 minutes later there appeared in rapid succession nausea, 
abdominal cramps, itching and pain in both hands, cold per- 
spiration, urinary incontinence, and a sudden urge to move her 
bowels; then she collapsed and lost consciousness. At examina- 
tion 20 minutes later, she was stuporous, the skin was cold and 
clammy, the pulse rapid and feeble, and the blood pressure 
70/40 mm. Hg. The patient was given % cc. of epinephrine 
(Adrenalin) 1:1000 solution, intramuscularly. About 15 minutes 
later the skin felt warm, blood pressure was 118/60 mm. Hg, 
and the patient appeared more alert. She gradually became 
oriented, talkative, and her only complaint was some abdominal 
cramps, which later subsided. This case illustrates that both 
anaphylactic sensitization and anaphylactic reaction may result 
from oral administration of penicillin. 


Penicillin Reactions. J. H. Strauch, W. C. Byrd and G. O. Eng. 
Texas J. Med. 50:699-703 (Oct.) 1954 [Austin, Texas]. 


The over-all incidence of penicillin reactions has been esti- 
mated at from 2 to 20% by various authors. The incidence is 
highest in persons with a history of allergy, such as asthma, hay 
fever, atopic dermatitis, and urticaria. Almost every type of 
toxic drug reaction has been observed with penicillin; they 
range in severity from asymptomatic dermatographia and urti- 
caria of transient type to the serum sickness type of reactions, 
exfoliative dermatitis, and anaphylactoid shock. In general, the 
more severe the reaction, the less reversible it is, and the reac- 
tions of periarteritis nodosa and allergic granulomatosis may 
proceed for a long time after the initiating allergen, penicillin, 
has been eliminated. Severe anaphylactoid reactions are com- 
moner than the published reports would indicate. Observations 
on 33 patients with penicillin reactions severe enough to war- 
rant hospitalization are reviewed in this report. In many of 
these cases the trouble caused by the penicillin reaction was 
more severe than the primary disease. The disorders for which 
the treatment was given in the 33 cases are listed in a table. 
In addition the authors cite two fatalities from anaphylactoid 
reactions to penicillin, reports on which had not been published 
before. The early use of corticotropin and cortisone in the 
treatment of penicillin reactions is emphasized. Preventive meas- 
ures include avoidance of penicillin in allergic persons, if pos- 
sible, the increased oral use of penicillin, and the combination 
of penicillin with injectable antihistamine for parenteral use. 
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each abstract. 
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Simple Spontaneous Pneumothorax. J. A. Myers. Dis. Chest. 
26:420-441 (Oct.) 1954 [Chicago]. 


Myers says that, whereas formerly it was generally believed 
that spontaneous pneumothorax nearly always indicated the 
presence of pulmonary tuberculosis, it is now recognized that 
simple spontaneous pneumothorax is usually due to congenital 
or acquired defects in the lung or pleura, resulting in emphy- 
sematous blebs, such as bullae or air vesicles, that ruptured in 
one or more places so that air gains admission to the pleural 
space. Adhesions between the parietal and visceral pleurae may 
also result in rents in the latter. Observations were made on 
115 patients with simple spontaneous pneumothorax, whose 
ages ranged from 15 to 64 years, but nearly one-half of whom 
were between 20 and 24 years of age. Eighty-five per cent of 
the patients were males. The pneumothorax was more frequent 
on the left than on the right side, and it was bilateral in nine 
of the patients. The history of onset and fluoroscopy and x-ray 
films provided the most important diagnostic factors. About 
one-third of the patients received only ambulatory treatment, 
while the remainder received bed rest, ranging from a few days 
to two months. Air was not aspirated except when positive 
intrapleural pressure developed. Thirty-nine had small fluid 
accumulations that disappeared without aspiration. Only one 
had a large effusion, which was removed. Aspiration was per- 
formed in nine patients who had spontaneous hemopneumo- 
thorax, and it was continued until all evidence of blood dis- 
appeared. Serious tension pneumothorax occurred in only two 
of the patients, and in these air was removed as long as positive 
pressure continued to develop. From two other patients, air was 
removed with the first manifestation of positive pressure. Forty- 
one of the 115 patients had tuberculosis as manifested by the 
tuberculin reaction, without evidence of clinical disease. Clinical 
tuberculosis developed in two patients five years after pneumo- 
thorax had occurred. Another patient, who did not react to 
tuberculin at the time of the initial pneumothorax, had clinical 
pulmonary tuberculosis 18 years later. Of the 100 patients who 
have been observed from one to 29 years, 71 have had no repe- 
tition. Seventeen have had one recurrence, all on the original 
side except two. Twelve have had more than one recurrence, 
in five of these all recurrences were on the original side. Patients 
should be advised of the possibility of other attacks. The au- 
thor feels that after two or more attacks surgical closure of 
the rent and removal of blebs is advisable. Accumulations of 
fluid should be removed if they do not absorb within a few days, 
to avoid fibrin deposits on the pleural surfaces. In hemopneu- 
mothorax, blood should be removed and the vessel ligated, if 
bleeding persists. Apparently simple spontaneous pneumothorax 
occurs more frequently than the literature indicates. Persons in 
whom x-ray inspection reveals blebs or bullae, as well as those 
who have had one or more attacks of simple spontaneous pneu- 
mothorax, should avoid high altitudes except in pressurized 
cabins. 


Lethal Cases of Allergic Shock: Comments. E. Bruun. Ugeskr. 
lager 116:1383-1386 (Sept. 30) 1954 (In Danish) (Copenhagen, 
Denmark]. 


In the course of the last three or four years five cases oc- 
curred in Scandinavia in which death was due to specific anti- 
allergic treatment. In bacterial-allergic conditions treated with 
bacteria vaccines, not more than five days should be allowed 
to elapse between the injections because of the danger of 
induction of a_bacterial-anaphylactic condition. If marked 
general reactions are seen following an injection of bacteria 
vaccine, discontinuation of the treatment for from three to 
six months is advised before the treatment is tried again. In 
rush desensitization, possible cumulative effect cannot be 
excluded. If rush desensitization is indicated, it should be done 
only in a hospital and with confinement to bed. In threatening 
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general reaction the patient must not be lost sight of for a 
moment. Specific desensitization must not be given into the 
hands of persons other than the physician. 


Long-Continued Cortisone Treatment in Bronchial Asthma. 
H. Hortling and O. Wegelius. Nord. med. 52:1261-1263 (Sept. 
9) 1954 (In Swedish) [Stockholm, Sweden]. 


Long-continued cortisone treatment is recommended for pa- 
tients with severe asthma when other treatment has failed to 
give satisfactory results. Ten such patients, with asthma of long 
standing, including one patient with osteoporosis and one with 
hypertension, were given daily doses of 25 to 75 mg. of cortisone 
for from 4 to 26 months, under close supervision. All improved 
considerably, and there were no side-effects. The usual contra- 
indications for cortisone treatment should as a rule be observed. 


The Asthmatic in Industry. N. K. Weaver. Ann. Allergy 12: 
$75-578 (Sept.-Oct.) 1954 [St. Paul]. 


The asthmatic industrial employee presents a number of 
problems that must be solved if he is to remain an effective 
worker. Some of these problems are discussed in this paper. 
Specific sensitization to dusts, fumes, and gases may occur in 
any industry, resulting in conditions analogous to “baker’s 
asthma” or “miller’s asthma.” Fortunately, such cases are un- 
common, and their resolution is simple; barring effective desen- 
sitization, the employe must be removed from the environment 
harmful to him. The author never observed an example of true 
occupational asthma in a large refinery and petrochemical 
plant with 7,500 employes. Gasoline fumes or other petroleum 
gases have been cited as asthmogenic factors in certain cases, 
but the author has never observed this in the asthmatic em- 
ployees in the refinery. When an employee alleges aggravation 
of an asthmatic condition by some gas or fume, the author 
finds it desirable to supplement the history by observation of 
an actual exposure, doing pulmonary function determinations 
before and after the exposure. The author presents a case in 
which the history alone was sufficient to rule out the alleg2d 
deleterious effect of petroleum gas. It was found that the man’s 
attacks invariably began at night in his home, and his wheezing 
frequently improved while on the job. Skin testing disclosed 
positive reactions to house dust and molds. Industrial dusts and 
fumes that may act as primary irritants to the respiratory tract 
constitute a problem. A slightly contaminated atmosphere that 
may be well tolerated by normal persons may have devastating 
effects on an asthmatic. The inhalation of acid fumes or 
chlorine gas may precipitate an attack of wheezing, but such 
strongly irritating substances do not represent much of a prob- 
lem, because steps have been taken to insure their control, and, 
the employee with asthma knows of their existence and avoids 
them. With milder irritants, such as dusts and smokes in low 
concentration, the cause-and-effect relationship may not be so 
clear; here, the use of pulmonary function tests before and 
after exposure may be of great help. In the Baton Rouge 
Refinery an effort has been made to identify all significant 
respiratory irritants and to define their areas of exposure. It is 
thus possible to “restrict” the asthmatic employees from condi- 
tions harmful to them. 


Use of Intravenous ACTH in Status Asthmaticus. E. H. John- 
son. Wisconsin M. J. 53:537-540 (Oct.) 1954 [Madison, Wis.]. 


According to Johnson, treatment of status asthmaticus at 
the University Hospitals in Madison is based on experimental 
work by Gordon. It was found that when corticotropin was 
given intramuscularly it produced a transitory increase in the 
urinary excretion of 11-oxysteroids and 17-ketosteroids and a 
decrease in the circulating eosinophils. When it was given slowly 
by intravenous drip, however, the increased excretion of steroids 
was more sustained. Even more important, the response was 
obtained on extremely small doses of corticotropin, in the 
order of 0.5 mg. corticotropin in one liter of fluid given over 
an eight hour period. The important factor is not the dosage 
of the drug but the length of time it remains in the circulating 
blood. This study concerns the results obtained in 14 patients 
(4 women and 10 men) treated with steroids who were admitted 
between Feb. 1, 1951, and Sept. 1, 1953. During that period, 
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407 patients with bronchial asthma were admitted, but only 
14 were resistant to the usual measures. The dosage and 
method of administration varied considerably at first; but 
generally the first day’s therapy consisted of 25 mg. of cortico- 
tropin in 1,000 cc. of 5% glucose in distilled water given by 
intravenous infusion at a rate of 20 to 30 drops per minute. 
The administration was timed to last at least eight hours. Sub- 
sequently, 5 to 10 mg. of corticotropin in the same diluent was 
administered for two or three successive days. Then cortisone 
in oral dosage of 200 to 300 mg. was given in four to six 
divided doses the first day, with daily reductions for a period 
of five to seven days. A history of previous psychiatric disturb- 
ance, peptic ulcer, or tuberculosis precluded the use of the 
Steroids. Initially, 7 of the 14 obtained benefit within 12 hours, 
5 within 24 hours, and one in 49 hours; one patient derived 
little or no benefit. Two of the patients received corticotropin 
again with decreased effectiveness, and two patients had re- 
peated administration, with a satisfactory response. It was 
found that in addition to the immediate benefits, there is the 
added advantage that the person appears to respond much 
more readily to the ordinary measures when a subsequent 
relapse does occur. This in itself is gratifying because before 
the days of steroids there was little that could be done when 
patients became “drug-fast” to the sympathomimetics. How- 
ever, the author feels that steroids have no place in the long- 
term control of asthmatics, in some severe attacks of asthma, 
or in those patients in whom the usual measures have proved 
effective. 


The Clinical Management of Leukemias. J. H. Burchenal. 
Cancer Res. 14:615-624 (Oct.) 1954 [Chicago]. 


Burchenal discusses the clinical management of leukemia 
according to three types of the disease, the chronic myelocytic 
leukemia, the chronic lymphocytic leukemia, and the acute 
leukemia. In chronic myelocytic leukemia ionizing radiation 
either by the use of localized x-rays to the spleen (at doses of 
50 to 100 r daily up to a total dose of 300 to 600 r), total body 
spray, or by the oral or intravenous administration of radio- 
active phosphorus remains the most widely employed and 
thoroughly studied form of treatment, but it obviously can 
only be employed in cooperation with qualified radiologists. Of 
the chemotherapeutic agents used in the treatment of chronic 
myelocytic leukemia, arsenic given orally in the form of 
Fowler’s solution, 5 drops three times daily, increasing 1 drop 
per day until a top dose of 20 drops three times daily has been 
reached, causes good remissions. Urethane, 3 gm. daily by 
mouth, produces a fall in white blood cell count, a rise in 
hemoglobin, and a general improvement in the patient's condi- 
tion in about 30 days. Orally administered agents such as tri- 
ethylene melamine (TEM) in doses of 2.5 to 5 mg. daily for 
two consecutive days each week until the white blood cell 
count reaches normal lJevels, and then maintenance therapy 
according to the patient’s need, or Myleran (1,4-dimethane- 
suifonyloxybutane) in doses of 4 to 6 mg. daily until the white 
blood cell count reaches normal levels and then continued at 
this dose or slightly lower levels indefinitely, tend to allow 
smooth control of the disease. Good remissions will be ob- 
tained with 6-mercaptopurine in a high percentage of patients; 
the drug is given orally in doses of 2.5 mg. per kilogram of 
body weight and must be continued at this dose or slightly 
lower levels even after the white blood cell count reaches 
normal levels. Chronic lymphocytic leukemia may occasionally 
be an exceedingly benign disease, particularly in the elderly 
patient, in whom no therapy may be indicated for a consider- 
able time. In the average patient, however, the treatment of 
choice is local therapy to the involved nodes, although good 
results were obtained likewise by titrated regularly spaced 
total body iradiation or radioactive phosphorus. Of the chemo- 
therapeutic agents, arsenic, Myleran, and mercaptopurine seem 
to be without beneficial effect. The nitrogen mustard type 
agents, however, are useful, with triethylene melamine being 
the drug of choice. Corticotropin and cortisone proved to be 
useful in cases of chronic lymphocytic leukemia associated 
with thrombocytopenia or hemolytic anemia. In chronic lympho- 
cytic as in myelocytic anemia, although considerable palliative 
effects may be achieved, any real increase in survival time 
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hardly follows the use of the various therapeutic agents, while 
in acute leukemias there are agents that can cause a definite 
prolongation of survival time. The folic acid antagonists, such 
as aminopterin at a dose of 0.25 to 0.5 mg. daily by mouth; 
the purine antagonists; and corticotropin, cortisone, and hydro- 
cortisone may cause remissions, and it cannot be said that any 
one of these is the best agent for the treatment of acute 
leukemia. Since the hormones act more rapidly than the 
antimetabolites, but generally cause shorter remissions, the 
following plan of therapy is suggested: If the patient is acutely 
il] and it appears unlikely that he will survive the three weeks 
necessary for either class of antimetabolites to exert their 
effect, therapy is started with cortisone by mouth or cortico- 
tropin (ACTH) by constant intravenous drip. Once remission 
has been brought about or the patient has been tided over the 
acute emergency by the use of hormones, antimetabolite therapy 
with either A-Methopterin—an aminopterin derivative—or 6- 
mercaptopurine may be started. In the patient who does not 
appear to be too acutely ill, the antimetabolites are tried from 
the start. If one class of antimetabolite is used as a starting 
therapy, it would be best to persist with this agent as long as 
4 remission can be maintained, shifting to the other class when 
resistance to the first appears and holding corticotropin and 
cortisone in reserve for exacerbations of the disease that do 
not appear to be controlled by the antimetabolites. It would 
appear to the author that in the future the greatest hope of 
controlling leukemia lies in chemotherapy, but until something 
more than quantitative differences are discovered between 
normal and leukemic cells, it is doubtful whether any single 
agent will have sufficient specificity to control the disease. More 
efiective combinations should be sought by studying the bio- 
chemical reactions inhibited by the folic acid antagonists and 
other potent antileukemic agents. 


Anemia Needs Specific Treatment. H. F. Luddecke. J. M. 
Soc. New Jersey 51:436-438 (Oct.) 1954 [Trenton, N. J.]. 


Luddecke argues that in this era of scientific medicine there 
is little need in our therapeutic armamentarium for “mixed” 
or “shotgun” antianemic preparations. Anemia is a measurable 
somatic manifestation of an underlying deficiency or disease. 
Before any therapeutic attempts are made, the exact nature of 
this underlying process should be sought. He presents a classi- 
fication of anemias, which, although it offers nothing new, calls 
attention to the importance of diagnostic precision in the 
management of a patient with anemia. The following laboratory 
tests are required for the correct identification of anemia: (1) 
blood cell count, with carefully evaluated study of well-stained 
films for red and white cell morphology; (2) urinalysis; (3) 
hematocrit; (4) erythrocyte sedimentation rate; (5) quantitative 
serum bilirubin (or icteric index); (6) reticulocyte count; and 
(7) bone marrow aspiration. There are, of course, many oc- 
casions when only two or three of these tests are necessary; 
and there are rare occasions when many more studies are 
required. Finding macrocytic anemia is not an immediate indi- 
cation for administration of large doses of vitamin Bi. The 
patient should be thoroughly investigated and then followed 
with reticulocyte counts to determine the degree of response 
\o the selected treatment. The reckless and nonspecific adminis- 
‘ration of antianemic preparations without any attempt to 
ascertain the nature of the anemia is deplorable. An antianemic 
drug is a precision tool and should be administered with 
Specificity. 


Thrombosis of the Renal Veins and Lipoid Nephrosis. M. De- 
paris, L. Auquier, J. Canivet and others. Presse méd. 62:1363- 
1364 (Oct. 9) 1954 (In French) [Paris, France]. 


Thrombosis of the renal veins and lipoid nephrosis were 
found in association in a 46-year-old man admitted to the 
hospital because of repeated attacks of pulmonary embolism. 
His illness had begun about seven weeks earlier, with sudden, 
violent pain originating in the left lumbar region and radiating 
(0 the flank and into the hypogastrium. The pains were pulsat- 
ng and continuous and were accompanied by nausea; they 
reached a climax on the third day and then gradually lessened 
until they were gone. Nephritic colic was suspected, but no 
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renal lithiasis or abnormalities other than a delay in excretion 
were found on urography. The first episode of pulmonary 
embolization occurred the day after the disappearance of the 
lumbar pain; it was accompanied by sudden dorsal pain, cough, 
dyspnea, and fever; the second occurred about six weeks later, 
and the third occurred the day after admission. The patient 
was found to have a typical lipoid nephrosis, with edema of 
the legs. Items of note in the history were early syphilis that 
had been adequately treated and varicose veins treated with 
sclerosing agents some months before the present illness. Various 
remedies, including corticotropin (ACTH) and anticoagulants, 
were tried, but the patient’s course was downhill and the irre- 
ducible character of the nephrotic syndrome and the recurrent 
emboli finally resulted in heart failure and death. Extensive 
thrombi were found at autopsy in the inferior vena cava, the 
inferior renal veins, and the right renal artery; and various 
characteristic lesions appeared in the kidneys and other organs. 
The date at which the lipoid nephrosis began could not be 
determined, but the patient’s physician reported that there was 
no albuminuria at the time his varicose veins were treated. The 
first episode of lumbar pain, on the other hand, must un- 
questionably have marked the onset of thrombosis in the renal 
veins. The frequency with which these two conditions have 
been found in association suggests that their coexistence may 
be due to something more than mere chance. 


Erythema Nodosum: Efiological Considerations with Special 
Regard to Value of Daniei’s Biopsy. S. Olsen. Ugeskr. leger 
116:1283-1288 (Sept. 9) 1954 (In Danish) [Copenhagen, Den- 
mark]. 

Daniel’s method of biopsy, removal of nonpalpable lymph 
nodes from the region superficial to the scalenus anterior 
muscle, affords a valuable adjuvant in the causal diagnosis of 
erythema nodosum, but the results must be evaluated in the 
light of the other clinical results, including the tuberculin 
reaction. The method was applied in nine patients with erythe- 
ma nodosum, in all of whom there was enlargement of hilar 
lymph nodes. In four cases biopsy showed tuberculous changes; 
in four, histological signs of sarcoidosis; in one case the diagnosis 
was uncertain. The results seem to support L6fgren’s theory 
that erythema nodosum is frequently a symptom of recent 
sarcoidosis. This disease must be borne in mind more often 
than previously in diagnostic considerations. 


Gammaglobulinopenia. J. C. M. Verschure. Nederl. tijdschr. 
geneesk. 98:2805-2811 (Oct. 2) 1954 (In Dutch) [Amsterdam, 
Netherlands]. 


Verschure points out that, whereas many investigations have 
been concerned with increase in the gamma globulin content 
of human serum, reduction in the gamma globulin content has 
received scant attention. He investigated the possible connec- 
tion of gammaglobulinopenia and a tendency to infections. 
Analysis of the protein spectrum of 2,300 patients by means 
of paper electrophoresis revealed 15 patients in whom the 
gamma globulin fraction showed an absolute or relative de- 
crease of the gamma globulin fraction. These 15 patients 
included 11 women and 4 men. The histories of these 15 pa- 
tients are presented, and the diagnosis and gamma globulin 
contents of their serums are recorded in tables. The diagnosis of 
beta-plasmacytoma was established in four of the patients. 
Others had cancer metastases, chronic nephritis or nephrosis, 
malnutrition, fulmimating infection, and asthenia. The author 
feels that the three main groups are those with beta-myecloma 
(plasmacytoma), nephropathy, and malnutrition. Individual pa- 
tients showed no definite relationship between the gamma 
globulin deficiency of their serum and the tendency to infec- 
tion, nevertheless, infections were frequent in these groups. 


Agammaglobulinemia. G. H. Grant and W. D. Wallace. 
Lancet 2:671-673 (Oct. 2) 1954 |[London, England}. 


The present case is the first to be reported of agammaglob- 
ulinemia occurring in a woman. A girl 17 years of age had 
seven attacks of pneumonia and several other febrile diseases 
in four months. Her history was one of much illness; she had 
had whooping cough three times. She also had congenital 












280 MEDICAL LITERATURE ABSTRACTS 


bilateral cataracts. Filter paper electrophoresis and other studies 
demonstrated the absence of serum gamma globulin, which 
was perhaps complete and certainly almost so. There was also 
evidence of deficient antibody formation of several kinds. 
Splenomegaly and persistent leukopenia, even during an attack 
of pneumonia, were features of the syndrome, unlike any 
previously reported case. The patient’s response to antibiotics 
was excellent; this was fortunate because the authors could 
not obtain enough pooled normal serum gamma globulin for 
monthly injections. 


Lead Poisoning in Carpenter’s Shop. S. Hickling. New Zealand . 


M. J. 53:423-425 (Aug.) 1954 [Wellington, New Zealand]. 


The cases reported here were discovered when a carpenter 
employed on house construction reported to his physician with 
a history of abdominal colic, constipation, and general malaise. 
Clinical examination revealed a marked blue line on his gums. 
Questioning of the patient indicated a probable exposure to the 
dust of lead paint at his work. The patient’s condition was 
serious enough to necessitate admission to hospital. When the 
patient’s workplace was visited, it was found that precut wooden 
houses had been given a priming coat of red lead paint to pre- 
serve them in transit. Before erection they required smoothing 
and finishing in the carpenter’s shop. This process produced 
large quantities of dust on the floor and in the air, mainly in the 
vicinity of two sanding machines, but it also spread practically 
throughout the shop. Samples of the dust from various places 
were analyzed. Fresh dust under the sanding machines con- 
tained 38% lead by weight; old dust near sanding machine 52% 
lead by weight; floor dust 10 yd. from machine 48% lead by 
weight. It was obvious that all 15 men employed in the car- 
penter’s shop had been freely exposed to inhalation of the dust 
in the air, and to its ingestion, when eating or smoking. The 
symptoms, signs, and the results of blood examination in these 
15 men indicated that the foreman alone escaped the ill-effects 
of chronic lead absorption. Exhaust ventilation and exhaust 
fans were fitted to the sanding machines. An industrial vacuum 
cleaner was obtained to keep the floors, benches, and other 
parts of the premises as free from dust as possible, and suitable 
filter-pad respirators were provided for the workmen. The haz- 
ards involved in their work and the precautions necessary to 
avoid them were explained to the workmen, and, in view of their 
hemoglobin levels and stippled cell counts, it was considered 
essential to transfer six of the men temporarily to outside build- 
ing work. 


Abdominal Aortic Thrombosis Producing a Goldblatt Kidney. 
R. W. Frelick and W. D. Shellenberger. Delaware M. J. 26:260- 
264 (Oct.) 1954 [Wilmington, Del.]. 


The occurrence of a Goldblatt kidney secondary to Leriche’s 
syndrome is reported in a 50-year-old asthenic man who was 
admitted to the Memorial Hospital in Wilmington, Del., for 
study of hypertension and treatment of a partial right hemi- 
plegia of four days’ duration. Because of a diagnosis of cerebro- 
vascular accident secondary to severe (malignant) hypertension 
the patient was given hexamethonium orally and intramuscularly 
as well as Dibenzyline (N-phenoxyisopropyl-N-benzyl-8-chloro- 
ethylamine hydrochloride), but these drugs combined with bed 
rest and sedation had no effect on the blood pressure. A Gold- 
blatt type of kidney was suspected because of not more than 
one to two years’ duration of hypertension and because hyper- 
tension was severe and unresponsive to medical management. 
The presence of the abdominal aortic thrombus was discovered 
inadvertently through an intravenous pyelogram done as part 
of a work-up for hypertension; it showed a nonfunctioning right 
kidney. In evaluating the kidney further by arteriography lack 
of filling of both the abdominal aorta and the right renal artery 
was shown. The origin of the hypertension appeared to be a 
Goldblatt kidney; the renal lesion was the result of an aortic 
thrombus, which obstructed the right renal artery, as well as 
completely occluding the aorta. This aortic thrombosis caused 
fewer peripheral vascular complaints than are usual in Leriche’s 
syndrome. It was only by pointed questioning that the patient 
admitted to mild weakness of the legs for several years and 
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of lack of a stable penile erection for five or six years. Although 
there was some faint pulsation in the right femoral area and 
the dorsalis pedal pulses were thought to be palpable once or 
twice, blood pressure was found, in retrospect, to be absent in 
the patient’s legs. It was decided to perform a right nephrectomy 
to be followed by a unilateral sympathectomy, but before the 
operation could be scheduled a pericardial friction rub was 
noted coincident with a pronounced drop in blood pressure and 
complaint of right shoulder pain. An electrocardiogram was 
considered diagnostic of an anterior septal infarction. The opera- 
tion was deferred and the patient given oxygen therapy. A large 
bullous cyst ruptured in his right lung and a hematopneumo- 
thorax and death resulted. Autopsy confirmed the clinical diag- 
nosis of Leriche’s syndrome. The aorta was the site of advanced 
atheromas throughout, with ulceration of the intima. From the 
level of the right renal artery extending down into the common 
iliacs was a well-organized thrombus. The right renal artery 
orifice was obliterated by this clot. The right kidney weighed 
80 gm., the left 210 gm.; microscopically both showed arterio- 
sclerotic changes. 


Hemolytic Streptococci in Acute Catarrhal Infections. K. EF. 
Thulin. Nord. med. 52:1362-1366 (Sept. 30) 1954 (In Swedish) 
[Stockholm, Sweden]. 


Cultures from throat swabs from 391 patients with acute 
infections of the respiratory tract, tonsillitis, pharyngitis, bron- 
chitis, rhinitis, and influenza, from February through April, 
1954, showed the highest frequency of hemolytic streptococci 
to be in the group witi. onsillitis. The throat cultures were posi- 
tive for hemolytic streptococci in 46.2% of the 104 patients with 
tonsillitis. Tonsillitis should be regarded as an infection by hemo- 
lytic streptococci and treated with penicillin immediately. Other 
acute diseases of the upper respiratory tract without clinical signs 
of tonsillitis do not as a rule have a streptococcic genesis and 
should not be given antibiotic treatment. When there is uncer- 
tainty as to a diagnosis of hemolytic streptococci cultures of 
throat swabs should be made. 


Physiopathological Results of Reduction of Auricular Fibrilla- 
tion. P. Broustet, R. Castaing and H. Bricaut. Semaine hop. 
Paris 30:3474-3477 (Oct. 14) 1954 (In French) [Paris, France]. 


Nineteen patients with auricular fibrillation were maintained 
on small daily doses of quinidine, and an analysis was made 
of the results of this management after they had each had sinus 
rhythm for a year. It can be stated that the reduction of auricular 
fibrillation results in the disappearance or amelioration of all 
but one of the physiopathological changes caused by the dis- 
order—cardiac lesions, increase in residual air, and decrease in 
carbon dioxide saturation of the blood, with accompanying 
alkalosis. Hyperventilation is not decreased but may even be 
increased. The general improvement manifests itself sometime 
between the third and sixth month, though the saturation con- 
tinues to improve. Favorable results have been maintained in 
patients whose hearts remained in sinus rhythm for two years. 
The size of the hearts was reduced, and the functional disorders 
that often accompany complete arrhythmia disappeared. It is 
considered that the systematic reduction of auricular fibrillation 
is always indicated except in patients with especially severe 
forms of hypertension, cardiac hypertrophy, or coronary insu‘li- 
ciency, or patients who are prone to accidents such as repeated 
attacks of acute edema. 


Fulminating Hemoptysis Due to Cancer of Lung. M. Martinuzzi 
and C. Zucchetto. Riv. pat. e clin. tuberc. 27:206-224 (July- 
Aug.) 1954 (In Italian) [Bologna, Italy]. 


Fulminating hemorrhage is one of the complications of cancer 
of the lung. It has been observed in about 3% of such patients, 
mainly in men between 50 and 60 years of age. Death occurs 
almost instantaneously, with great loss of blood. As a rule, the 
fatal episode is not, however, the first emission of blood from 
the respiratory pathways. When the blood loss is relatively 
moderate, death is caused by suffocation occurring before the 
onset of acute anemia or by intense inhibitory reflexes. A review 
of the literature indicated that all except one of the cases of 
fulminating hemorrhage reported so far were due to the rupture 
of one (sometimes more) of the great vessels, almost always 
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branches of the pulmonary artery. The rupture was caused by 
diffusion and infiltration of the neoplasm along the bronchi and 
therefore near the branches of this artery. The ulceration of 
this vessel or of one of its branches is almost always fatal, 
whereas other vessels, if ruptured, can eventually heal and 
therefore cause only transitory hemorrhages. There are no clini- 
cal or radiological features that may be considered character- 
istic of this complication. Features of the neoplasm that seem 
to have some part in the causation of fulminating hemorrhage 
are its hilar localization, mediastinal development, infiltrating 
(mainly peribronchial) character, necrotic tendency with asso- 
ciated septic processes, and a concurrent stenosis. Any type of 
cancer of the lung can cause the rupture of a great vessel: a 
clear relationship between the histological type of the cancer 
and fulminating hemorrhage was not found. However, it has 
occurred more often in patients with an infiltrating cancer or 
one with a necrotic tendency. The authors discuss the cases of 
three patients out of 132 with cancer of the lung who were seen 
at the University of Bologna Institute of Pathological Anatomy. 
All three died as the result of a fulminating hemorrhage that 
was caused by the cancer. 


A Form of Acute Hemorrhagic Enterocolitis Afflicting Chroni- 
cally Ill Individuals. R. Wilson and R. E. Qualheim. Gastro- 
enterology 27:431-444 (Oct.) 1954 [Baltimore]. 


Postmortem examinations of 3,400 patients within a six-year 
span revealed an unusual form of acute hemorrhagic entero- 
colitis in 20 of them. These 20 patients as a group were elderly 
persons (average age 72 years) with chronic heart disease or 
other debilitating illness. Only one diagnosis of acute hemor- 
rhagic enterocolitis was made in the group, whereas seven cases 
were diagnosed as mesenteric thrombosis, and in eight no serious 
intra-abdominal disease was considered to be present. Autopsy 
showed that the enterocolitis was the primary cause of death 
in 14 patients. This condition probably went undiagnosed in 
a considerable number of other cases, both fatal and nonfatal; 
it is presumed to be not a rare terminal complication in middle- 
aged and elderly persons. The clinical picture is essentially one 
of watery or bloody diarrhea, abdominal pain, and moderate 
abdominal distention. There is a greater incidence of rectal 
bleeding; less tendency toward vomiting, abdominal distention, 
and peritonitis; and less consistent leukocytosis in this disorder 
than in acute mesenteric thrombosis or intestinal strangulation. 
Fever and left lower quadrant pain are uncommon; in fact, 
infection seems to be a secondary phenomenon, not a primary 
one. The authors suspect that intestinal capillary breakdown 
initiates the pathological process, senility, malnutrition, and con- 
gestion and anoxia of the intestinal capillaries secondary to 
heart failure being factors that are in part responsible for weak- 
ening of the vessel walls. In this situation, fluid, protein, and 
finally red blood cells leak into the surrounding tissue, with 
ensuing edema, necrosis, ulceration, additional hemorrhage, sec- 
ondary infection, shock, and death. Focal changes in the intestine 
microscopically indistinguishable from the more extensive lesions 
seen in these patients are found in those who die from conges- 
tive heart failure; it may be that chronic congestion in the 
intestine, with attendant cellular anoxia, is the most important 
single factor in this condition. 


Acute Pancreatitis. E. G. Saint. M. J. Australia 2:536-543 (Oct. 
2) 1954 [Sydney, Australia]. 


The clinical features of 33 cases of acute pancreatitis diag- 
nosed between 1948 and 1954 at the Royal Perth Hospital, 
Western Australia, are reviewed. The unremitting quality and 
radiation of pain into the back should in most cases serve to 
distinguish pancreatitis from the majority of other medical and 
Surgical emergencies. Jaundice and hematemesis can be mis- 
leading symptoms. In questionable cases estimation of the serum 
amylase content yields diagnostic certainty. Two-thirds of the 
Patients had been having recurrent attacks of pancreatic pain, 
which had often been of extremely short duration and had 
accordingly been misinterpreted: The spectrum of pancreatitis 
is broad, ranging from rapidly fatal pancreatitic necrosis to 
'ransient upper abdominal pain causing no disability. If a diag- 
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nosis has been established, surgical exploration should be 
avoided, in view of the evidence that the added shock of opera- 
tion and the handling of tissues increase the risk of suppurative 
complications. In the severer cases, the use of morphine or 
meperidine (Pethidine), atropine or methantheline (Banthine), 
antibiotics, continuous gastric aspiration, and electrolyte re- 
placement is recommended. The point is emphasized that acute 
pancreatitis may be due to any of a number of causes. In this 
series there were 3 patients with pancreatitis associated with 
peptic ulceration, 6 with pancreatitis complicating cardiovascu 
lar disease, 6 with alcoholic pancreatitis, 6 with pancreatitis 
associated with cholelithiasis, and 12 with pancreatitis of un 
known cause. Classification of pancreatitis into subgroups in 
vokes the concept that the disease is a manifestation of systemic 
disorder in many cases. Two cases complicating gastrectomy 
are described. In the six patients with alcoholism, acute pancre 
atitis was the prelude to the chronic relapsing type. In the six 
patients in whom biliary calculi were present it was considered 
that the anatomic factor of reflux of bile into the pancreas 
could not be incriminated. It is postulated that the pancreatitis 
occurring in the obese, in diabetics, and in patients of middle 
age (among whom women predominate) may have its origin 
in disordered lipid metabolism and/or arteriosclerosis. 


So-Called Therapeutic Shock as Test of Efficacy of Antibac- 
terial Therapy in Tuberculous Infection. G. Daddi and M 
Corda. Lotta contro tuberc. 24:501-504 (July) 1954 (In Italian) 
{Rome, Italy]. 


When a large enough number of sensitive tuberculous cells 
is present in the organism, administration of large doses of 
an antibacterial agent for a few days may cause an “im- 
munoallergic crisis” accompanied by proteinic and eventually 
radiological, morphological, and clinical phenomena. These 
phenomena, which become evident in a few days, constitute 
what the authors call “therapeutic shock.” This makes possible 
a quick evaluation of a complex of factors that condition the 
efficacy of antituberculous therapy in a given tuberculous patient, 
thus facilitating the prognosis. In some cases in which a diag- 
nosis is still uncertain this method may also prove valuable 
in detecting the causal factor of the infection. The antibacterial 
agent, alone or in combination, is administered for five days 
in the largest therapeutic doses after all treatment has been 
discontinued for at least four days and after two serum samples 
for the proteinic and immunologic tests are taken and a tuber- 
culin skin allergy test is made. On the sixth day another serum 
sample is taken and a new tuberculin skin allergy test is made. 
Roentgenograms may be taken before and after the administra- 
tion of the agent. The commonest findings after its administra- 
tion are (1) a marked increase (not less than double the initial 
value) of the tuberculin allergy: (2) an increase of the free anti- 
bodies in the same ratio; (3) a relative increase of alpha globu- 
lins (not less than 2% of the total proteins) and a decrease of 
gamma globulins (in the same ratio); and (4) an eventual exuda- 
tive halo around some foci on the roentgenograms. When these 
features are not found it is justified to assume the presence of 
a marked degree of resistance in most of the bacterial cells 
(provided a nonreactivity of the patient can be excluded). In 
some cases in which administration of one drug (especially 
streptomycin) does not determine marked immunologic reactions 
these can be produced by another antibacterial agent, especially 
isoniazid. In such cases, in addition to a greater sensitivity of 
the bacteria for the second compound, its pharmacological char- 
acteristics must also be considered. In any event an evaluation 
of the eventual efficacy of antituberculous therapy should be 
based on the characteristics of all the signs that constitute the 
therapeutic shock. The stages through which the phenomena 
become manifest are (1) the action of the drug on the sensitive 
germs; (2) spontaneous lysis or lysis caused by the organism’s 
lytic, cellular, and humoral powers of the bacteria affected by 
the drug administered: (3) liberation and mobilization of endo- 
bacterial matter; and (4) specific (antibody and allergic) and 
nonspecific reactive responses of the organism and the reper- 
cussions on it. 
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Possibility of Prophylaxis Against Rheumatic Fever. G. Ed- 
strom. Nord. med. 52:1366-1368 (Sept. 30) 1954 (In Swedish) 
[Stockholm, Sweden}. 


The prevention of rheumatic fever depends on control of 
streptococcic infections. In Lund, Sweden in the winter season 
of 1953-1954 all cases of common colds among the personnel 
of the big hospitals were checked, and in all cases in which 
cultures of throat swabs showed growth of hemolytic strepto- 
cocci 600,000 units of bethazine (DBED) penicillin G were ad- 
ministered intramuscularly. There were no subsequent cases of 
rheumatic fever or nephritis. After a week the positive throat 
cultures became negative. The antistreptolysin titer continued 
high. For the prevention of rheumatic fever, early and effec- 
tive treatment of acute streptococcic infections is recommended 
by an intramuscular injection of 600,000 units of bethazine peni- 
cillin, or intramuscular injection of 600,000 units procaine peni- 
cillin three times at 3-day intervals, or administration of 
penicillin tablets of 250,000 units between meals four times 
daily for 5 days, then three times daily for 5 days, or 600,000 
units of procaine penicillin given intramuscularly once, fol- 
lowed by penicillin tablets as outlined above for from 4 to 10 
days. In prevention of streptococcic infections in persons who 
have had an acute attack of rheumatic fever, treatment should 
be given for three years to those under 18, for two years to 
those older, further for an additional three years during the 
period of colds, the treatment in adults to consist of intra- 
muscular injection of 1,200,000 units of bethazine penicillin 
every third week, or penicillin tablets of 250,000 units twice 
daily, and in children weighing less than 40 kg., 600,000 units 
bethazine penicillin given intramuscularly every two weeks, or 
penicillin tablets of 100,000 units given twice daily. 


Streptomycin and Isoniazid in Acute Miliary Tuberculosis. 
J. H. Lawson, A. W. Lees, G. W. Allan and P. McKenzie. 
Brit. M. J. 2:840-842 (Oct. 9) 1954 |[London, England]. 


Twenty-four patients with acute miliary tuberculosis were 
treated with streptomycin or streptomycin and p-aminosalicylic 
acid daily, and eight of them (33.3%) acquired tuberculous 
meningitis within an average 14.8 weeks. Complications other 
than meningitis developed in five. A later and not strictly com- 
parable series of 12 patients was treated wiih isoniazid alone 
or in combination with streptomycin or streptomycin and 
p-aminosalicylic acid. Tuberculous meningitis did not develop 
in them over an observation period of at least one year, nor 
were there other complications. Intermittent therapy was effec- 
tive in the patients of the second series in whom it was tried, 
but there is no evidence to suggest that it is superior to con- 
tinuous therapy. 


Tuberculo-Silicosis. F. S. du Toit. South African M. J. 28:845- 
850 (Oct. 2) 1954 [Cape Town, South Africa]. 


According to du Toit tuberculo-silicosis is a disease entity 
and not merely tuberculosis plus silicosis. He agrees with Simon 
that the term “infective silicosis” is used to designate not the 
mere conjunction of silicosis with infective processes but the 
characteristic and distinctive lesions marked by excessive fibroid 
reaction that certain infections are apt to produce in the silicotic 
lung. Such lesions are most commonly the result of tuberculous 
infection, and to these one applies the term “tuberculo-silicosis,” 
but reactions of a broadly similar type may result from other 
infections. Ten typical case histories of tuberculo-silicosis are 
described, which show that the development of tuberculo-sili- 
cosis is entirely independent of the degree of silicosis present. 
The primary infection is in the root glands. The tuberculo- 
silicotic lesion may develop in any part of the lung. The upper 
lobes are more frequently the seat of the lesion, but this is 
certainly not invariably the case, and in a fair proportion of 
cases the lesion is found in the bases. Active tuberculosis is the 
final outcome of the large majority of these cases. 
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Miliary Tuberculosis of the Bone Marrow: With Particular Ref. 
erence to the Possibility of Diagnostic Aspiration Biopsy. J. [. 
Emery and N. M. Gibbs. Brit. M. J. 2:842-843 (Oct. 9) 1954 
{[London, England]. 


Bone marrow from the ribs or sternum of 44 children dead 
of generalized miliary tuberculosis was examined for miliary 
tubercles. The volume of tissue taken from each one was con- 
sidered to be the amount that could conveniently be aspirated 
during life. Tubercles were found in 13 of the 44 specimens, 
The maximum number of tubercles seen in any one was |], 
The greatest number found was in those patients whose diszase 
had been diagnosed during life. In 18 of the patients clinical 
diagnoses of miliary tuberculosis had been made by roentgenog- 
raphy of the chest and/or examination of the ocular fundi. 
In 5 of the 13 patients in whom postmortem bone marrow 
examination had revealed tubercles the above-mentioned methods 
had not yielded evidence of tuberculosis. Thus, in this series, 
aspiration biopsy could have been expected to have furnished 
a diagnosis in a further 11% of cases. The probability of finding 
tubercles in the bone marrow depends largely on the volume of 
tissue examined; in the single section examined routinely from 
each of the 44 cases in this series, tubercles were seen only once. 
The finding of tuberculous tissue in bone marrow reopens the 
question of the value of culture of aspirated bone marrow for 
tubercle bacilli. 


Changing Concepts of Acute Systemic Lupus Erythematosus, 
R. C. Sexton. J. Tennessee M. A. 47:405-411 (Oct.) 1954 |Nash- 
ville, Tenn.]. 


Sexton shows that the search for L. E. (lupus erythematosus) 
cells has broadened the clinical concept of acute and subacute 
systemic lupus erythematcsus and has resulted in increasing 
recognition of the disease, which is not as esoteric as formerly 
believed. The author presents the histories of 9 patients, which 
illustrate that the clinical symptomatology in acute systemic 
lupus is protean. The varied clinical expressions are indicative 
of widespread involvement of mesenchymal tissues. Positive 
serologic tes:s for syphilis in the absence of clinical or historical 
evidences of treponemal infections, convulsive seizures, Ray- 
naud’s phenomena, the picture of hypersplenism, hemolytic 
anemia, rheumatoid syndromes, and chronic dis:oid and sub- 
acute lupus erythematosus should be regarded as clinical prodro- 
mata or manifestations of the acute or subacute systemic phases 
of the disease. Prodromata or suppressed expressions of the 
disease should be looked for and L. E. tests done when reason- 
able suspicion exists. Multiple system involvements or alternate 
system involvement during successive exacerbations may occur. 
Some patients die from uremia secondary to specific lupus ne- 
phropathy. Other patients die in an acute lupus crisis with little or 
no impairment of renal function. Convulsive seizures, polyneu- 
ropathy, pseudotumor syndromes, psychosis, and even paraplegia 
and hemiplegia may reflect central or peripheral nervous system 
involvement. The presence of “V”-area or facial skin lesions, 
ecchymoses, petechiae, pigmentary changes, alopecia, or mucous 
membrane lesions in a patient who is obscurely ill should arouse 
suspicion of lupus erythematosus. A difficult problem arises if 
pregnancy is complicated by lupus erythematosus. There have 
been reports indicating that the fetal and maternal mortality 
in acute systemic lupus is 30% and 25%, respectively, while 
the fetal mortality in subacute lupus is about 46%, with little, 
if any, effect on maternal mortality. Although most patients 
with the acute phase of lupus erythematosus benefit from steroid 
therapy, it should be recalled, however, that some patients 
undergo spontaneous remission and that steroid therapy is sup- 
pressive rather than curative. If cortisone or corticotropin is 
given the dosage should be sufficiently high to induce a Cush- 
ing disease-like picture, and the usual precautions should be 
taken against metabolic or inflammatory complications. Hydro- 
cortisone is probably preferable to cortisone, particularly i 
patients with impairment of renal function, because of its lesser 
tendency to retain sodium and water. Dosage during crises should 
be about two or three times that generally employed in the acute 
phase of rheumatoid arthritis. 
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SURGERY 


The Changing Picture in Surgery of Pulmonary Tuberculosis. 
J. C. Jones, J. L. Robinson and B. W. Meyer. California Med. 
§1:259-262 (Oct.) 1954 [San Francisco]. 


In a review of 1,271 patients with pulmonary tuberculosis 
subjected to surgical intervention between 1943 and 1953, it 
was noted that, beginning with 1947, there was a great increase, 
relatively, in the number of patients in whom pulmonary resec- 
tion was carried out. In 1943, the first year of the 11-year- 
period of study, there were six minor operative procedures to 
every four major operations; in 1953 the ratio was one minor 
to nine major operations. This reversal reflects the discoveries 
of antibiotics for conservative treatment on the one hand and 
the advances in surgical techniques for major surgical treatment 
on the other. There will continue to be a few patients who, for 
one reason or another, will not be suitable candidates for pul- 
monary resection and in whom phrenic nerve crush, thoraco- 
plasty, or the extrapleural pneumonolysis procedures, with or 
without plombage, will be done, either in preparation for, or in 
preference to, resection. There will probably be increasing use 
of bilateral resection or of resection combined with some other 
surgical measure in treating some of the “salvage” patients, for 
whom resection will be the only effective treatment. In this 
category may be included patients with residual pulmonary 
suppurative disease resulting from tuberculous bronchitis, 
patients in whom collapse therapy has failed to effect a cure, 
patients with disease previously controlled but again active, and 
patients with such extensive pulmonary destruction that no 
other measure will be effective. In this respect, pulmonary or 
cardiopulmonary function studies made before and in the inter- 
val between multiple procedures will be of great help in select- 
ing patients suitable for surgical intervention and in determining 
the type and amount of operation to be done. There will be a 
certain number of patients who will continue to have tubercle 
bacilli in the sputum and/or roentgenographic evidence of 
cavitary disease after long-term antibacterial drug therapy and 
for whom excisional intervention is unquestionably indicated. 
At present it would appear that the wisest course to follow is 
to study each patient, rather than to apply to his case a cate- 
gorical list of indications for resection. Each patient should 
have the benefit of a careful appraisal by a team composed of 
internist, pathologist, and surgeon before a decision is reached 
regarding a recommendation for surgical intervention. 


Pulmonary Resection in Childhood Tuberculosis. G. L. Boyd 
and F. R. Wilkinson. Dis. Chest. 26:442-451 (Oct.) 1954 
[Chicago]. 


Boyd and Wilkinson state that, in the past 24 years, 250 
pulmonary resections have been done at the Hospital for Sick 
Children in Toronto. Eight per cent of these were necessitated 
by tuberculous disease. During this same period, 250 broncho- 
scopic studies have been made on 94 tuberculous children. 
Bronchograms were made in 75 of these cases. The broncho- 
scopic examinations were all made under general anesthesia, 
and the radio-opaque substance was injected through a catheter 
in the brochoscope into the diseased area. The visualization 
under anesthesia allows more careful, and less hurried, exam- 
ination. Excess of granulations or caseous material could be 
removed. Two types of endobronchial tuberculosis were 
observed in primary tuberculosis: (1) bronchiectasis produced 
by the rupture of a contiguous gland, or glands, into the bron- 
chus, with resultant injury to the bronchial wall and obstruc- 
tion; (2) primary infection of the bronchial mucosa with 
tuberculosis. This may be due to lymphatic spread or may be 
a hematogenous or an implantation infection. The first of these 
Presents a picture of sessile granulations protruding from a 
bronchus. These may grow so large as to occlude a bronchus, 
Or recur so rapidly that bronchoscopic removal is necessitated. 
Caseous material can usually be sucked out of the affected 
bronchus. Later ulcers and subsequent strictures cause irregu- 
larities and constriction of the bronchus. Should a secondary 
bacterial infection occur, purulent bronchiectasis may develop 
along with the tuberculous lesions. The second type presents 
a less dramatic picture. At first little other than redness and 
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swelling with a little greyish secretion is seen. Later, ulcers 
occur but no granulations protrude and caseous material is 
largely lacking. If allowed to run its course, this type may 
proceed to fibrosis and stricture of the bronchus, with con- 
comitant collapse of the airless lobes, or proceed to the 
development of typical tuberculous bronchiectasis, which is 
characterized by proximal ectasia, with distal normal sized 
bronchi, surrounded by emphysematous lung. The bronchogram 
shows alveolarization of the peripheral portion of the paren- 
chyma. Tubercles may be present in the parenchyma and persist 
for years and their potentialities for reinfection no one knows. 
Upper or middle lobe bronchi are most often involved. The 
optimal time at which surgery should be performed poses a 
question. From 1946 to 1952, it has been the practice of the 
authors to give a course of streptomycin therapy for four to six 
months, with bronchial suctions as needed. Further rest is given 
for four to six months, and then excision is done if healing has 
not occurred. Latterly, being less impressed by the possibility 
of cures without excision, it seemed highly desirable that this 
should be done earlier when the patient's organisms were still 
sensitive to streptomycin. Operations have therefore been car- 
ried out just as soon as the disease elsewhere became stabilized. 
This has usually been in four to eight months. The surgical 
mortality is low and the end-results good. Resection is indicated 
when permanent damage ensues after endobronchial tubercu- 
losis in both acute and chronic cases. In the former, the per- 
sistence of positive sputums from the diseased area, persistent 
cough or “wheezing,” and bronchoscopic evidence of lack of 
healing and bronchiectasis indicate need for operation. Second- 
ary infection in the diseased area makes operation imperative. 
In chronic disease, pneumonic episodes involving the collapsed 
area, recurrence of positive sputum, failure to reverse the 
ectasia, and poor general health indicative of hidden infection 
warrant removal of the affected area. 


Pancreatoduodenectomy for Carcinoma of Ampulla of Vater: 
Case Report and Review. C. R. Edwards and E. R. Jennings. 
Bull. School. Med. Univer. Maryland 39:65-70 (April) 1954 
[Baltimore]. 


According to Edwards and Jennings, radical pancreatoduo- 
denectomy for the treatment of carcinoma in the region of the 
ampulla of Vater was revived by Whipple and co-workers in 
1935. The results thus far have been inconclusive; and the three 
to five year survivals have been exceedingly few. The patient 
whose history is presented was a man, aged 54, whose chief 
complaint was abdominal discomfort of six weeks’ duration. 
The patient described his discomfort as a feeling of fulness, 
principally in the midepigastrium and right lower quadrant. 
He had noticed that his stool had become light yellow and his 
urine dark. He estimated a 10 Ib. (4.5 kg.) weight loss in the 
10 days prior to admission. A tentative diagnosis of hepatitis 
of unknown cause was made, and the patient was placed on a 
regimen of bed rest and a high carbohydrate and high vitamin 
diet. He improved on this regimen and was discharged. He 
was readmitted about six weeks later because of a painless 
jaundice. During an exploratory laparotomy, a tumor the size 
of an olive was felt in the second portion of the duodenum and 
thought to be carcinoma of the pancreas. The duodenum was 
mobilized and retracted medially along with the head of the pan- 
creas. A tumor was easily palpated in the region of the ampulla 
of Vater. The common bile duct was then divided between 
clamps and packed from the field. The greater and lesser curva- 
tures of the stomach were freed up and the stomach divided 
between Payr clamps. The duodenum was freely mobilized, and 
the third portion of the duodenum was divided transversely 
between clamps. The head of the pancreas was freed up with 
the duodenum, and the head of the pancreas divided by sharp 
dissection. Thus the pylorus and the first, second, and third 
portions of the duodenum, along with the head of the pancreas, 
were excised in toto. The distal end of the duodenum was then 
closed. An end-to-side gastrojejunostomy was done. Distal to 
this, a choledochojejunostomy end-to-side anastomosis was per- 
formed, and distal to the choledochojejunostomy a pancreato- 
jejunostomy was done. Examination of the surgical specimen 
gave the impression of a papillary adenocarcinoma with mucoid 
changes in the ampulla of Vater. Three and one-fourth years 
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after the pancreatoduodenectomy was done, another operation 
was done because of a stricture at the old choledochojejunos- 
tomy stoma. No evidence was found of any lesion suggestive 
of carcinoma. However, the patient died about six months later 
with evidence of metastatic spread. Because of the fact that 
some relatively long-range survivals have been observed in the 
presence of rather extensive metastases, the opportunity of 
exploration three years postoperatively, with no gross evidence 
of a lesion, lends some support to the efficacy of pancreato- 
duodenectomy. The authors review other reports on carcinoma 
at the ampulla of Vater and conclude that, because of the 
decrease in operative mortality and the increase in the three to 
five year survivals, radical pancreatoduodenectomy seems to be 
the treatment of choice for carcinoma of the ampulla of Vater. 


Phrenic Nerve Interruption for Massive Bleeding and Other 
Symptoms of Hiatal Hernia. P. M. Walstad and E. Carlson. 
Am. J. Surg. 88:535-545 (Oct.) 1954 [New York]. 


Phrenic nerve interruption was used successfully to control 
persistent severe hematemesis, marked anemia, and intense pain 
in nine patients with hiatal hernia of the stomach, in one of 
whom it proved lifesaving. The paralysis of the lower half of 
the diaphragm resulting from this procedure relaxes the hernial 
ring and permits the incarcerated portion of the stomach to 
rest, and this in turn encourages the healing of erosions or 
ulcerations of the gastric mucosa. Interruption of the nerve 
may be carried out by division or by crushing, but if the dia- 
phragm is subsequently to be repaired, the crushing should not 
be permanent. Avulsion of the phrenic nerve was avoided in 
these patients because serious complications, such as internal 
hemorrhage of the pericardiophrenic artery, a branch of 
the internal mammary artery that accompanies the phrenic 
nerve, sometimes follow this procedure. Paralysis of the dia- 
phragm produced by ordinary crushing is effective for periods 
of from 6 to 15 months; avulsion and partial excision of the 
nerve, however, always result in permanent paralysis when 
properly executed. Differential diagnosis of bleeding arising 
from a hiatal hernia may be difficult, because the symptoms 
presented by the patient often mimic those caused by a variety 
of other gastrointestinal conditions. Anemia is common, and 
pain appears in several forms, such as heartburn resulting from 
the reflux of gastric juices into the esophagus, upper abdominal 
distress, or severe precordial pain suggestive of coronary dis- 
ease. Hiatal hernia may also exist concomitantly with many 
other conditions, aggravating them and intensifying their symp- 
toms. Phrenic nerve interruption in such cases not only relieves 
the symptoms but also provides time in which to clarify the 
diagnosis and prepare for definitive surgical treatment. 


Raynaud’s Disease and Its Treatment. P. Sunder-Plassmann, 
H. J. Hillenbrand and A. Schiirholz. Deutsche med. Wchnschr. 
79:1509-1513 (Oct. 8) 1954 (In German) [Stuttgart, Germany]. 


Twenty-five women between the ages of 19 and 67 years with 
Raynaud’s disease were studied for evidence of the disease in 
other parts of the body than the periphery. The fact that all 
patients with Raynaud’s disease who were admitted to the sur- 
gical clinic and polyclinic of the University of Miinster in 
Westphalia, Germany, were women confirmed previous obser- 
vations that it is the female sex that is almost exclusively 
affected with this disease. The average age of the patients at 
the onset of the disease was 31.6 years and at the time of 
admission to the hospital 37.6 years. Endocrine disturbances 
were observed in 12 patients, 8 of whom had an abnormal 
menstrual cycle, 2 had genital hypoplasia, and 2 had an en- 
larged thyroid. Gastric complaints were frequent; eight patients 
had heartburn, regurgitation, and vomiting, depending on the 
ingestion of food; one patient had a duodenal ulcer. Fraction- 
ated evacuation of the stomach contents was done in 22 patients 
and only 4 had normal acid values. Ten patients had subacidity 
and 8 anacidity. Esophageal spasms were observed in two 
patients. Several patients had a severe paradentosis that was 
considered as a characteristic local manifestation of the general 
disease in the sense of a neurovascular tissue dystrophy. The 
association of paradentosis with Raynaud’s disease suggests that 
in women with Raynaud's disease, similar to men with endangi- 
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itis obliterans, certain terminal areas of the body, including the 
oral cavity, to which impulses are conveyed, may be affected 
by a disturbance of vasomotor regulation. A mild increase in 
albumin, leukocytes, and erythrocytes was found in the urine 
of six patients, and a considerable increase of these constituents 
was observed in four. Volhard’s test showed abnormal values 
of concentration and elimination in four patients. Symptoms 
of Raynaud’s disease were associated with cervical rib in one 
patient and with an osteohypertrophic varicose nevus in an- 
other. Determination of cold agglutinins in three patients did 
not reveal an abnormal titer. Raynaud’s disease is a disease of 
the vascular nervous system, and this system does not seem to 
play a primary part in cold agglutination. Stellectomy was per- 
formed in the first 8 of the 25 patients, while later ganglionic 
thoracic sympathectomy was preferred and carried out with the 
aid of intubation anesthesia in 13 patients. Not oniy the ex- 
tremity on the side of the intervention was favorably influenced 
by this treatment but frequently also that on the contralateral 
side. In one patient the gastric attacks subsided completely 
after the sympathectomy. Recurrences of vascular spasms were 
observed in half of the patients in whom the upper extremities 
were affected, but the attacks were less frequent and less severe. 
The lower extremities showed a better response to sympathec- 
tomy than the upper extremities. Administration of thyrotropic 
hormone proved beneficial to patients with recurrence after 
sympathectomy, and occasionally alternative administration of 
this hormone and vitamin B, was effective. Hormone therapy 
without sympathectomy was ineffective. The neural component 
is of paramount importance in Raynaud’s disease. 


Vertebra Plana (Calvé’s Disease) Due to Eosinophilic Granu- 
loma. E. L. Compere, W. E. Johnson and M. B. Coventry. 
J. Bone & Joint Surg. 36-A:969-980 (Oct.) 1954 [Boston]. 


Compere, in an unpublished report to a group of orthopedists 
(Correspondence Club Letter) in January, 1950, described two 
patients with eosinophilic granuloma of the spinal column; in 
each a single vertebral body was involved. In one patient the 
lesion healed with complete flattening of the vertebral body. 
In the roentgenograms the lesion presented an appearance that 
was similar to that seen in the cases of vertebra plana reported 
by Calvé in 1924. In the unpublished letter the opinion was 
expressed that eosinophilic granuloma is the cause of vertebra 
plana. The two patients reported on in the Correspondence 
Club Letter, a third observed at the Mayo Clinic, and a fourth 
encountered subsequently at Children’s Memorial Hospital in 
Chicago are herewith presented in support of the theory that 
vertebra plana is caused by eosinophilic granuloma. Among 
the observations reported by Calvé, which were noted in each 
of the four patients, were the following: 1. Only one vertebra 
was involved. 2. Adjacent disks were intact above and below 
the diseased vertebra. 3. Disk spaces were about a third wider 
than the next spaces above and below, except in one case in 
which the disk space above was narrowed. 4. The vertebrae 
that had been completely flattened remained dense cortical disks 
and resembled the edge view of a silver dollar. Calvé had con- 
cluded that the lesion is to the spinal column what coxa plana 
is to the hip and what Koehler’s disease is to the foot. The 
authors believe that Calvé’s disease is a syndrome found in 
young children and is characterized by pain in the back, with 
the usual signs of muscle spasm, tenderness, and rigidity. The 
roentgenographic findings, in the typical case, reveal the in- 
volvement of one vertebral body by a process that produces 4 
dense-appearing vertebra that is evenly flattened front and back 
and simulates the edge view of a silver dollar. After presenting 
the four case histories, the authors point out that vertebra plana 
is relatively rare. Usually, the symptoms in Calvé’s disease 
are of relatively short duration, with rapid progression. A spinal 
gibbus may be present, and tenderness, spasm, and limited 
motion of the back may be found. Roentgenographically, in 
the early stages, the lesion is osteolytic, and the body of the 
vertebra disappears. Later, one may see a dense-appearing vel- 
tebral body that is usually flattened evenly front and back. In 
one of the four cases presented the process may have been 
arrested by roentgen treatment before collapse of the bod) 
occurred. The disease occurs most frequently between the ages 
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of 4 and 9 years. Treatment should include splinting and rest. 
Gradually, the lesion becomes less painful. The vertebral body 
may reossify, with little loss of height and with strong bony 
trabeculation. Recovery, according to this regimen, requires 
one to three years. Roentgen therapy was used in each of the 
four cases reported herein, and healing was rapid, with relief 
of symptoms in a matter of months. Several authors have 
considered Calvé’s disease to be a form of avascular necrosis 
similar to that seen in the head of the femur (coxa plana). In 
the four cases presented in this paper the lesion was caused 
by eosinophilic granuloma. The authors feel that, while other 
conditions may cause collapse of a single vertebra in young 
children, the clinical and roentgenographic picture is not similar 
to that in the cases presented. Certainly this clinical entity is 
not due to tuberculosis, metastasis, neuroblastoma, or fracture 
from trauma. These processes give a different clinical and lab- 
oratory picture and prognosis than does Calvé’s disease. 


De Quervain’s Disease. N. W. Nisbet. New Zealand M. J. 
§3:387-388 (Aug.) 1954 [Wellington, New Zealand]. 


De Quervain’s disease is due to a thickening of the sheath of 
the abductor pollicis longus and extensor pollicis brevis tendons 
where they lie on the styloid process of the radius at the wrist. 
This narrows the tunnel through which the tendons run, so that 
they become constricted. Contrary to general belief, tendons 
are extremely sensitive to such mechanical obstructions. The 
synovial lining may suffer a secondary hyperplasia. Other terms 
for this disease are tenosynovitis stenosans or tendovaginitis 
stenosans. It should not be confused with tenosynovitis crepi- 
tans, which involves the muscle bellies higher up and causes a 
coarse creaking like new leather on movement of the wrist. 
The signs and symptoms of de Quervain’s disease are charac- 
teristic. Most but not all patients with this complaint are 
elderly women. A swelling appears on the radial side of the 
wrist over the styloid process, and pain is experienced on mov- 
ing the thumb and wrist. The pain shoots into the thumb or 
may have a widespread distribution over the wrist and forearm. 
The thickened tendon sheath can be felt as a hard tender nodule 
over the styloid process of the radius. A roentgenogram reveals 
no abnormality. The treatment is usually surgical. A short 
(3.8 cm.) incision is made parallel to the tendons. The thickened 
sheath is cleared of subcutaneous tissue and excised completely. 
The tendons function quite well without it. 


The Pathogenesis and Treatment of Delayed Union and Non- 
Union: A Survey of Eighty-Five Ununited Fractures of the 
Shaft of the Tibia and One Hundred Control Cases with Similar 
Injuries. M. R. Urist, R. Mazet Jr. and F. C. McLean. J. Bone 
& Joint Surg. 36-A:931-968 (Oct.) 1954 [Boston]. 


According to Urist and associates delayed union is a term 
with arbitrary meaning applied in this paper to ununited frac- 
tures in which (1) the x-ray examination at any time from 4 
to 18 months of healing showed inadequate callus and (2) the 
judgment of the individual surgeon led him to advise an oper- 
ation to stimulate healing. Nonunion is a more specific term, 
and the authors reserved it for ununited fractures in which the 
Toentgenographic examination after 18 months of healing 
showed (1) a bone defect, (2) false motion, (3) sclerosis of the 
bone ends, (4) rounding, mushrooming, or molding of the frac- 
lure surfaces, and (5) sealing of the medullary canal with com- 
pact bone to form functioning false joint surfaces and an 
apparent arrest of osteogenesis in the fracture gap. Observations 
on experimental healing fractures by Urist and McLean form a 
background for this discussion of nonunion. Eighty-five un- 
united fractures of the shaft of the tibia were compared with 
100 consecutive fractures of the tibia that were (1) not recorded 
a Cases Of delayed union or of nonunion, (2) not subjected to 
bone-graft operation, but that (3) did unite. In the concluding 
summary the authors state that the mechanism of nonunion of 
lractures of the tibia is fibrinoid degeneration of connective 
Ussue in the interior of the callus. Fibrinoid forms when the 
bone injury has been extensive, complicated by infection, o1 
difficult to immobilize. The process seems similar to chronic 
adventitious bursitis. If motion and friction are not controlled, 
fbrinoid degeneration continues and pseudarthrosis may de- 
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velop. Immobilization acts as a deterrent to the formation of 
fibrinoid and permits the refilling of the defect with new fibro- 
cartilaginous callus. Fibrinoid is not a simple barrier to osteo 
genesis; it fails to draw osteogenesis from the periosteum and 
endosteum across the fracture gap. It lacks the ability of cartilage 
and fibrocartilage to promote new-bone formation by induction. 
Open operations increase the volume of damaged bone that has 
to be absorbed and replaced before the fracture can unite and 
permit full weight-bearing on the leg. Comminuted fractures of 
the shaft of the human adult tibia should be considered non 
operable fractures during the first six months of healing, because 
the trauma added by surgery exceeds the normal capacity for 
bone regeneration in this area of the skeleton. Bone-grafting, 
without excision of the fibrocartilaginous callus, may be applied 
successfully in ununited fractures of the tibia before 18 months 
of healing. Excision of the pseuderthrosis, osteotomy of the 
fibula, and telescoping of the fracture ends are advisable in 
ununited fractures after 18 months. All of the standard surgical 
procedures of onlay, inlay, or intramedullary bone grafts are 
capable of producing union with the aid of one additional yeas 
of immobilization of the fracture, but the success of the opera 
tion is determined by the proliferative reaction of the bone 
ends, not the bone graft. If the bone ends are in close contact, 
the function of the graft appears to be that of an inductor 
Recurrence of sepsis is the chief cause of failure of bone-graft 
operations. Roentgenograms that show a diffuse increase in 
density of bone tissue 3 or 4 cm. above and below the fracture 
line indicate latent sepsis. In such cases six months, or even 
two years, without drainage is not a safe period of waiting to 
permit a bone-graft operation. Only synostosis operations that 
avoid the fracture site are free of risks of further damage to 
the bone ends by infection. Radical leg-shortening procedures 
are an alternative to amputation and may be applicable in old 
ununited fractures with large soft-tissue defects after repeated 
failure of bone-grafting operations. 


Peripheral Arteriosclerosis: Clinical and Arteriographic Evalu- 
ation with Reference to Conservative Surgical Treatment. H. P. 
Totten. Angiology 5:355-380 (Oct.) 1954 [Baltimore] 


Twelve patients with peripheral arteriosclerosis in whom arte- 
riograms were obtained included seven men between the ages 
of 45 and 72 and five women between the ages of 32 and 76. 
Successful conservative surgery in peripheral arteriosclerosis 
is largely dependent on the integrity of the arteries below the 
bifurcation of the popliteal artery. Because of the tendency for 
thrombosis to occur in the tibial arteries secondary to segmental 
obstruction of the aorta, iliac, and femoral arteries, emphasis 
is placed on early recognition of the latter and definitive sur- 
gical treatment. Claudication is the most important subjective 
complaint, while reduction of the oscillometric index and the 
presence of a thrill and bruit over the major artery are among 
the earliest objective findings. Rest pain, a late symptom, fre- 
quently combined with trophic changes of the leg and foot, 
indicates an advanced degree of ischemia. Under these circum- 
stances occlusion of major arterial channels below the knee is 
the rule. Segmental occlusion at any level above the popliteal 
bifurcation, with patent vessels below the knee, will, with rare 
exception, show a good nutritional state except for the presence 
of muscular atrophy. These cases are well suited to conservative 
surgery. Thrombosis of the aorta and iliac arteries may be con- 
veniently divided into two groups that have distinct clinical and 
pathological characteristics: (1) Leriche’s syndrome, in which the 
pathological process is limited to the aorta-iliac area, suitable 
for direct surgery; (2) aorta-iliac thrombosis incident to general- 
ized arteriosclerosis, in which direct surgery is seldom practical. 
Preoperative clinical and arteriographic examination will deter 
mine with a fair degree of accuracy the collateral blood flow 
potential of an extremity, on which the beneficial effect of 
sympathectomy is largely dependent. Rise in skin temperature, 
an improved elevation-dependency test, recession of pregan- 
grenous changes, healing of superficial ulceration, long-term 
improvement of claudication in some cases, and increase in 
oscillometric index in patients with not too far-advanced dis 
ease may reasonably be expected from lumbar sympathectomy. 
Arterial obstruction at any site from the renal artery level in 
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the aorta to the popliteal artery bifurcation may be suitable 
for thromboendarterectomy provided the general condition of 
the patient is satisfactory and the arteries distal to the knee are 
unobstructed. Thromboendarterectomy, if successful, will result 
in restoration in continuity of blood flow through the main arte- 
rial trunks, with return of major pulsations, recession of pre- 
gangrenous changes, return of normal oscillometric index, 
cessation of rest pain, and relief of claudication. 


Prolonged Anticoagulant Therapy with Subcutaneously Admin- 
istered Concentrated Aqueous Heparin. H. Engelberg. Surgery 
36:762-770 (Oct.) 1954 [St. Louis]. 


Heparin would be the anticoagulant of choice if it were not 
that it is difficult to administer. It is a physiological substance 
with a great margin of safety between the therapeutic dose and 
that producing spontaneous hemorrhage; it is effective, quick 
acting, easily controlled, rapidly neutralized by the infusion of 
whole blood or by the injection of protamine sulfate; it may 
be used during pregnancy; and it has few contraindications. 
It also has a marked inhibitory effect on platelet agglutination, 
it decreases blood viscosity, it inhibits experimental pulmonary 
edema, it may play a role in the normal formation of collagen, 
and it alters serum lipoproteins in the direction of increased 
normality. Concentrated aqueous heparin, 200 or 100 mg. per 
cubic centimeter, administered subcutaneously affords excellent 
anticoagulation in doses of 125 to 150 mg. every 12 hours. Few 
painful reactions were encountered by the author in his clinical 
trials of the drug. In the 200 mg. per cubic centimeter con- 
centration, subcutaneous doses of 250 to 300 mg. administered 
once every 24 hours are usually adequate. 


Hyaluronidase in the Treatment of Acute Sprained Ankle: A 
Preliminary Report. P. H. Kendall. Ann. Phys. Med. 2:95-97 
(July) 1954 [London, England]. 


Hyalase, a commercially prepared form of hyaluronidase, is 
used in subcutaneous fluid replacement therapy and as a spread- 
ing agent in local anesthesia; it is also injected subcutaneously 
to disperse hematomas and is employed as a local application 
in chronic ulcers. It has also proved of value for reducing joint 
swelling in acute rheumatoid polyarthritis and in the treatment 
of acute hemophilic hemarthosis. Kendall says that its use in 
the reduction of acute and chronic intercellular effusions and 
extravasations is now being investigated at Guy’s Hospital. This 
paper summarizes the results obtained with the local injection 
of hyaluronidase in 27 patients with acute sprained ankle. The 
results obtained were compared with those in a control series 
of 92 patients with similar cases, 17 of whom were given surg- 
ing faradism, stroking massage, and exercises; 25 a local injec- 
tion of 2% procaine; 25 immobilization in adhesive strapping; 
and 25 received no treatment. A dramatic reduction in swelling 
was observed in the majority of the patients treated with hyalu- 
ronidase. The recovery time in the group treated with hyaluron- 
idase was 3.1 days, compared with from 8.7 to 14 days in the 
control groups. Hyaluronidase has a low toxicity, and no side- 
effects have been observed. 


Insidious Thrombosis of the Aorta. A. D. Callow. Geriatrics 
9:472-478 (Oct.) 1954 [Minneapolis]. 


Sudden occlusion of the bifurcation of the aorta by a saddle 
embolus is attended by typical signs and symptoms. Pain, loss 
of sensory and muscular function of the lower extremities, cool- 
ness and color changes of the feet and legs, and absence of 
arterial pulsations below the abdomen in a patient with a his- 
tory or clinical evidence of myocardial infarction make the 
diagnosis obvious in most instances. Less familiar is the slow, 
progressive thrombosis of the aorta at its bifurcation. This proc- 
ess has been well named insidious thrombosis. It is commoner 
than was formerly thought. Males from 40 to 60 years of age 
are most commonly affected. The disease is characterized clini- 
cally by increasing fatigability and claudication of the lower 
extremities, which extends into the buttocks. Low back pain is 
frequently present, impotence is common, and lower extremity 
arierial pulses are absent. Arteriosclerotic degeneration of the 
bifurcation of the aorta is the usual predisposing lesion. When 
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untreated, thrombosis may extend up the aorta to the renal 
arteries, causing death from uremia, or it may produce such 
severe ischemia of the lower extremities as to lead to gangrene, 
Lumbar sympathectomy is now recognized as_ insufficient, 
Thromboendarterectomy when successful has given satisfactory 
results. Increasing experience in vascular surgery has led to the 
perfection of a technique of resection of the aortic bifurcation 
and common iliac vessels with insertion of an arterial homo- 
graft. This procedure now appears to be the therapy of choice. 
Prolonged anticoagulant therapy, which is necessary with 
thromboendarterectomy, may not be necessary following aortic 
grafting. The long-term results of both thromboendarterectomy 
and resection of the involved segment with insertion of a homo- 
graft must still be awaited. 


Observations in Aortic Arch Syndrome (“Pulseless Disease”), 
R. Mangold and F. Roth. Schweiz. med. Wchnschr. 84:1 19)- 
1194 (Oct. 16) 1954 (In German) [Basel, Switzerland}. 


A case of aortic arch syndrome resulting from progressive 
vascular disease of unknown origin is described in a 46-year- 
old woman. The obliterating vascular process, which developed 
over the course of 15 years, resulted in total occlusion of both 
subclavian, the left common carotid, and the right vertebral 
arteries, with almost completely absent pulses in the arms and 
in the neck. Bilateral stellectomy and resection of the throm- 
bosed left common carotid artery was carried out because of an 
increasing disturbance of the cerebral circulation with right- 
sided hemiplegia and loss of vision in the left eye. Microszopic 
examination of the resected portion of the common carotid 
artery showed endangiitis obliterans. Circulation in both kalves 
of the face was improved and a bilateral Horner’s syndrome 
was observed postoperatively, but there was no improvement of 
vision in the left eye. While syphilis seems to be the commonest 
cause of those cases of aortic arch syndrome in which the origin 
is known, the author’s patient apparently belonged to a group 
of a peculiar type among those with cases of unknown origin 
in which women aged less than 40 years predominate and for 
which Ross and McKusick coined the term “young female 
arteritis variety.” 


Surgical Aspects of Hyperparathyroidism. B. M. Black. Am. 
Surgeon 20:1044-1050 (Oct.) 1954 [Atlanta, Ga.]. 


Black feels that hyperparathyroidism is being largely over- 
looked. Experience has borne out the prediction that compli:za- 
tions involving the urinary tract would prove commoner and 
of greater importance than the skeletal changes. It has been 
estimated that 5% of all cases of urinary lithiasis and probably 
15% of cases of recurrent lithiasis result from hyperparathyroid- 
ism. Skeletal complications sufficiently advanced to cause symp- 
toms and to be recognizable roentgenologically are unusual. In 
the series at the Mayo Clinic less than 25% of the patients had 
skeletal complications, whereas more than 80% had complica- 
tions involving the urinary tract. The possibility of hyperpara- 
thyroidism should be considered in cases of urinary lithiasis in 
which the stones contain calcium, in cases of renal calcinosis, 
in cases of polyuria and polydipsia, and in cases of generalized 
demineralization of the skeleton. The diagnosis depends on the 
demonstration of characteristic metabolic changes in blood and 
urine. These include hypercalcemia, hypophosphatemia, and an 
increased excretion of both calcium and phosphate in the urine. 
The treatment of hyperparathyroidism is surgical removal of 
the hyperfunctioning parathyroid tissue. It is made difficult by 
the minute size and varied locations of the parathyroid glands 
and by variations in the lesions. Hyperparathyroidism may result 
from a single adenoma, from multiple adenomas, from primary 
hyperplasia, or from carcinoma. The commonest lesion by far, 
accounting for about 80% of cases, is the single adenoma. These 
adenomas vary in size from less than 100 mg. to more than 
100 gm. In the cases observed at the Mayo Clinic more than 
50% of the adenomas weighed less than 1 gm. The only surgi- 
cal approach adequate to meet the contingencies imposed by 
the different lesions and their varying sizes is the demonstration 
of the four parathyroid glands. Rarely, fewer than four glands 
are present because of fusion of the two glands on one side. 
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In this case the fused gland is approximately doubled in size. 
In patients with more than four glands the supernumerary gland 
or glands are usually in the vicinity of one of the normal glands. 
The possibility of an adenoma in a widely aberrant supernumer- 
ary gland need not be feared greatly. The surgical region should 
be explored through an incision for thyroidectomy. Below the 
strap muscles the field must be kept bloodless at all cost, since 
the color by which parathyroid tissue is recognized is lost com- 
pletely in blood-stained tissues. Adenomas are removed totally. 
In cases of primary hyperplasia the hyperplastic tissue is resected 
subtotally, leaving a vascularized fragment of tissue perhaps 
three times (estimated weight = 100 mg.) the size of a normal 
parathyroid to prevent tetany. In theory carcinomas should be 
removed as radically as possible, along with the regional lymph 
nodes, but success in treating parathyroid carcinomas has been 
limited. Transient tetany is rather common during the postopera- 
tive period. It may result from abrupt decrease in the level of 
calcium from the hypercalcemic to the physiological range. In 
other cases the calcium values may decline temporarily to the 
range encountered in tetany. In either case the tetany is mild 
and transient. If all parathyroid tissue is destroyed the tetany 
becomes permanent and treatment is necessary. 


The Breast Nodule: Analysis of 336 Consecutive Biopsies of 
Breast. E. Parsons and H. Pisarek. J. Am. M. Women’s A. 
9:317-319 (Oct.) 1954 |New York]. 


[his study was carried out in order to answer the question: 
What can be expected from a biopsy of a breast nodule? During 
the four year period 1950 to 1953, inclusive, when 8,114 women 
were admitted to the surgical servize at the Women’s and 
Children’s Hespital in Chicago, 336 were admitted because of 
breast Iesions, and the biopsies of these breast lesions revealed 
malignant growths in 76 patients (22.6%). In 76% of all the 
cases the lump had been known to be present less than a month. 
Seventy-eight mastectomies were performed, 50 of which were 
radical. In five patients both breasts were the site of disease, in 
four of these both lesions were benign; and in one patient both 
the left and the right breasts were cancerous, but the axillary 
glands were free of metastases. Metastasis to axillary glands was 
found in 18 of the 76 cases. Benign lesions were found in 240 
patients. In the remaining 20 patients suspicious histological 
changes were found; these included proliferations of the epi- 
thelium lining ducts and glands, or irregularities in the size and 
shape of cel’s and nuclei, which suggest the first evidence of early 
malignant disease. These suspicious findings were present in a 
variety of benign conditions, including cystic mastitis, adeno- 
fibroma, duct papilloma, inflammatory lesions, and lipoma. That 
these suspicious histological findings may be the earliest phase 
of carcinoma is further confirmed by the presence of carcinoma 
coexistent wiih benign lesions in 18 cases. When more and earlier 
biopsies are made it is probable that more such deviations from 
the normal will be seen. A study of these suspicious changes may 
yield a clue to carcinogenesis. Analysis of the findings in the 
different age groups revealed that, whereas in woman under 40 
years of age 17% of the breast lesions were malignant and 28% 
in those between 40 and 60 years of age, in women over 60 years 
of age 50% of the breast lesions were malignant. The youngest 
patient with carcinoma of the breast was 22 years old. Women 
physicians are urged to accept their opportunity to reduce mor- 
tality from cancer of the breast by education of their patients 
and by early diagnosis and treatment. Any area that differs from 
the surrounding breast tissues requires prompt microscopic 
¢Xamination. 





Diaphragmatic Hernia. C. Marks. South African M. J. 28:850- 
855 (Oct. 2) 1954 [Cape Town, South Africa]. 


After briefly describing the development of the diaphragm 
‘rom four separate mesodermal elements: the septum trans- 
‘ersum, the dorsal mesogastrium, and the two pleuroperitoneal 
folds, Marks describes the failure of fusion, which may result 
rom the persistence of certain abnormal openings. 1. The 
loramen of Bochdalek, which is a persistent pleuroperitoneal 
‘anal resulting from failure of fusion between the dorsal element 
and a lateral fold. Herniation into the thorax through this defect 
may be so massive that all the abdominal contents except the 
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liver lie in the chest. This gross herniation is usually incompatible 
with life. 2. The foramen of Morgagni, which results from failure 
of fusion between the lateral and ventral portions. 3. In the 
presence of a dorsal defect herniation may occur through the 
dome of the diaphragm or through a defect between the crura 
Protrusion of part of the stomach through the widened eso- 
phageal opening is the commonest type of diaphragmatic hernia 
Apart from the infrequent case of the true congenitally short 
esophagus, hiatus occurs mainly in the thickest, obese, middle 
aged person and is slightly commoner in women than in men. De- 
scribing the anatomy of the esophageal hiatus, the author points 
out that fixation of the diaphragm to the lower end of the esopha 
gus and to the cardia of the stomach is obtained by a condensa 
tion of fibroelastic tissue, viz., the esophagophrenic membrane 
Laxity of the esophagophrenic membrane is accepted as being 
the initial lesion in the development of the sliding hiatus hernia. 
The following three types of hiatus hernia are differentiated 
(1) esophagogastric hernia, (2) paraesophageal hernia, and (3) 
short-esophagus type. A representative case report of each type 
is included. Awareness of the common incidence of this con 
dition, with proper appreciation of the clinical features, will 
permit recognition and selection of cases for surgical cure. In 
a child with congenital hernia surgical correction should be 
instituted if the general condition justifies it. Phrenic crush may 
permit reduction of much of the intestine from thorax to ab- 
domen and may improve the child’s condition sufficiently to 
permit of subsequent operative repair. For the operative repair 
the abdominal approach is generally preferable to the thoracic 
approach, there being as yet no binding adhesions between the 
thoracic and abdominal viscera. The child with true congenital 
short esophagus with esophageal stenosis may be tided over 
during childhood with a phrenic crush and regular esophageal 
dilatations. In traumatic hernia repair is usually carried out at 
the time of the main wound excision, and whether it should be 
done via a thoracic, abdominal, or abdominothoracic approach 
will depend on the concomitant visceral injuries. Hiatus hernia 
may require only palliative treatment if it is clinically mild o1 
if the hazards of surgery are too great. A light bland diet, 
antacids, and avoidance of gastroesophageal reflux by attention 
to posture will permit many patients to continue life comfortably. 
When the clinical features warrant it, however, and the patient's 
general condition justifies it surgical intervention should be urged 
in order to permit cure and prevent complications. Narrowing 
of the hiatus is the most important single step in the operation, 
because its effective execution will prevent recurrence. 


Characteristics of Adrenal-Dependent Mammary Cancers, 
C. Huggins and T. L-Y. Dao. Ann. Surg. 140:497-501 (Oct.) 
1954 |Philadelphia]. 


In some patients with disseminated mammary cancer gratify- 
ing relief follows adrenalectomy, and this seems to prove an 
adrenal component. However, since adrenalectomy fails to exert 
a favorable influence on some breast cancers, and since adrenal- 
ectomy is a serious intervention, the proper selection of patients 
for this procedure seems most urgent. The present report is 
based on 100 consecutive unselected patients with recurrent far- 
advanced cancer of the breast who were subjected to adrenalec- 
tomy during the three year period 1951 to 1953. All had under- 
gone previous roentgen and hormonal therapy, and all had failed 
to respond to these treatments. Five of the 100 women who had 
undergone adrenalectomy with or without added oophorectomy 
died during the postoperative period. Remissions of varying 
duration occurred in 38 cases; regression of the cancer has 
persisted for more than 36 months. Regression occurred in soft 
tissue, pleural, peritoneal, hepatic, and osseous metastases. The 
best response occurred in patients between the ages of 40 and 
65, with a prolonged interval between radical mastectomy and 
onset of metastasis, with a specific histological type of tumor, 
and with a high titer of estrogenic substances in the urine. 
Adenocarcinoma of the breast, the most responsive cancer, is 
composed of spheroids of microscopic dimensions whose malig- 
nant acini possess a lumen, the lining of which is one cell in 
thickness. Patients with this cancer excrete considerable quan- 
tities of estrogenic substances in the urine, and the remaining 
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breast usually secretes milk when challenged with luteotrophin. 
The authors believe that the response of the patient to removal 
of the steroid depots depends on functional characteristics both 
of the cancer and of the host. 


Annular Pancreas. S. Skapinker. J. Internat. Coll. Surgeons 
22:414-421 (Oct.) 1954 [Chicago]. 


Forty-four cases of annular pancreas from the literature are 
reviewed, and a new case is reported. This condition may be 
entirely asymptomatic and be discovered only at autopsy. 
Though congenital, it may not manifest itself until late in life. 
Annular pancreas may simulate many other diseases of the 
gastrointestinal tract, but the outstanding symptom is post- 
prandial vomiting, usually after every meal. There is no relief 
of symptoms when the patient lies down. Symptoms are un- 
common in children. The diagnosis is made mostly on the basis 
of high intestinal obstruction and epigastric pain suggestive of 
peptic ulceration. Roentgen examination shows a _ dilated 
proximal duodenum with almost complete obstruction; this 
roentgenogram is characteristic, and diagnosis is easily made if 
the possibility of annular pancreas is thought of. Treatment of 
the condition consists of either severance of the ring or bypass 
operations. The first procedure does not necessarily relieve the 
distal duodenal stenosis and is more likely to cause complications 
than are bypass operations. According to the author, the method 
of choice is retrocolic duodenojejunostomy. 


Acute Intestinal Obstruction Secondary to Meckel’s Diver- 
ticulum: Report of Nine Cases. D. P. Chance, R. T. Hood Jr. 
and J. M. Waugh. Proc. Staff Meet., Mayo Clin. 29:567 (Oct. 
13) 1954 [Rochester, Minn.]. 


Three patients with acute intestinal obstruction, in whom a 
complication of Meckel’s diverticulum was found to be the cause 
of the obstruction, were observed in the emergency surgical 
service at the Mayo Clinic within a period of five months in 
1952. The records of the clinic from 1940 to 1952 contained 
data on six similar cases. The nine cases are classified in three 
groups. In the three patients of group 1 the obstruction was 
secondary to peptic ulceration, with perforation in two cases 
and diverticulitis with perforation in one case. The localized 
inflammatory process, by edema, compression, angulation, and 
production of regional ileus, resulted in obstruction of the 
ileum. In the four patients of group 2 the diverticulum or its 
terminal ligament was attached to a viscus, thereby producing 
an internal foramen through which prolapsed a loop of small 
intestine that became obstructed. In the two patients of group 3 
the diverticulum was the leading point of an intussusception. 
The diverticulum was excised in eight of the nine cases, and in 
the ninth case the obstructing fibrous cord was excised. There 
were no operative deaths or serious postoperative complications. 


Shotgun Wounds of Abdomen. M. O. Young. Northwest Med. 
§3:901-905 (Sept.) 1954 [Seattle]. 


Persons sustaining close-range shotgun wounds of the ab- 
domen usually die within a few moments. If they survive long 
enough to receive medical attention they do so by virtue of the 
fact that the larger vessels sustained little or no injury. A charge 
of buckshot fired at close range causes extensive damage to the 
parietes and viscera, creating multiple problems in surgical 
management. These patients must receive treatment at the 
nearest hospital, as their precarious condition does not ailow 
time for transportation to larger centers. Detailed histories of 
two patients surviving close-range shotgun wounds of the ab- 
domen after treatment in a small community hospital are pre- 
sented. Young says that in contrast to the extreme seriousness 
of short-range shotgun wounds, long-range shotgun wounds of 
the abdomen may be relatively minor. The shot may lack the 
velocity required to penetrate to the peritoneal cavity. When 
penetration does occur, conservative treatment is recommended 
in the absence of evidence of significant intraperitoneal bleed- 
ing, as the minute perforations of both solid and hollow viscera 
'are usually self-healing. 
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Circulation of Blood in Liver in Acute Surgical Conditions, 
O. Hultén. Nord med. 52:1326-1331 (Sept. 23) 1954 (In Swedish) 
|Stockholm, Sweden}. 


The fiver requires an abundant supply of oxygen and js 
extremely sensitive to oxygen deficiency. The slight pressure 
gradient of 10 cm. H:O between the portal vein and vena cay 
indicates that the resistance in the liver is low under norma! 
conditions. Under pathological conditions in the abdomen, such 
as peritonitis, ileus, intoxication, and shock, the resistance in the 
liver is increased by nervous reflex, inflammation of parenchyma, 
aggregation of blood corpuscles and high abdominal pressure. 
and a liver barrier may occur. A liver barrier, developing in the 
course of several days, leads to acute portal hypertension, with 
stasis in the portal system and occasionally hemorrhage into 
the stomach and intestine. The hepatic function is serious| 
impaired by anoxia and bacterial invasion from the intestine. 
Traumatic shock, as in multiple fractures in the extremities, ang 
shock due to burns may cause paralytic ileus. Acute portal 
hypertension and hemorrhage to the digestive canal may follow 
operative shock. Therapy consists of treatment for shock and 
application of antibiotics and measures to combat the intestinal 
paralysis (Wangensteen’s ileus treatment) and to reduce the 
increased abdominal pressure. 


Chronic Ulcerative Colitis: Early and Late Experiences of 124 
Patients with Heac Stomas. A. G. Rogers, J. A. Bargen and 
B. M. Black. Gastroenterology 27:383-398 (Oct.) 1954 [Balti- 
more}. 


From 1940 to 1950, 124 patients with chronic ulcerative colitis 
were treated by ileostomy at the Mayo Clinic. This number was 
about 5% of all the patients with chronic ulcerative colitis seen 
during that time. The mean age at the time of operation was 
34.3 years for men and 32.2 years for women; the mean duration 
of disease was 8.7 years for men and 10.1 years for women. 
The mean values for weight loss, hemoglobin concentration, and 
sedimentation rates were described for patients without car- 
cinoma; no significant differences were found in patients with 
carcinoma of the colon. The indications for surgical treatment 
were generally multiple. At operation, 94 single or double- 
barrelled stomas were made; 30 skin-grafted stomas were made 
after 1945. Seventy-three per cent of the group had further 
surgical treatment. In addition to ileostomy, the mean number 
of operations per patient was 2.5. Subtotal colectomy was per- 
formed in 55% and abdominoperineal resection in 35% of all 
patients. After ileostomy alone, the weight and the values for 
hemoglobin generally were restored to normal within one year 
in patients without carcinoma. Obesity occurred in 23% of 
patients after ileostomy alone, and in about 40% of those who 
underwent colectomy also. In 41% of patients symptoms of 
active colitis continued after the stoma was made. The mortality 
rate in the group of patients having ileostomy was 46%, de- 
termined on the basis of all deaths occurring by 1952. Peritonitis 
was the cause of 22 of the 36 deaths occurring after operation 
The last year covered by the study, 1949, saw no hospital deaths 
after ileostomy alone. Severe hemorrhage, enteritis, intestinal 
obstruction, and psychological handicap were among the more 
serious and frequent complications. The local complications 
associated with the stoma—prolapse, stenosis, and fistula— 
required surgical revision in 38% of the patients with ordinary 
stomas and in 33% of those with skin-grafted stomas. Prolapse 
was more frequent with the ordinary stoma, but stenosis was 
more frequent with the skin-grafted stoma. Causes in addition 
to prolapse, stenosis, and fistula brought to 43% the proportion 
of patients who required revision of their stoma. In only !4": 
of all patients were there no complications in patients surviving 
one year after the stoma was made. The evidence indicated that 
any complication can occur at any time after establishment 0! 
the stoma. The indications for ileostomy and colectomy fall into 
three groups: first and most frequent are the local sequelae 0! 
disease in the colon: second, systemic causes; and third, chronic 
invalidism (rarely). Because of the complications and mortalil) 
occurring after ileostomy and colectomy, the surgical therap) 
of chronic ulcerative colitis should be reserved for those patients 
with these indications. 
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NEUROLOGY & PSYCHIATRY 


Prefrontal Ultrasonic Irradiation—A Substitute for Lobotomy. 
p, A. Lindstrom. A.M. A. Arch. Neurol. & Psychiat. 72:399- 
425 (Oct.) 1954 [Chicago]. 


It was Lindstrom’s aim to produce the effects of a prefrontal 
lobotomy with minimal and reasonably well-controlled damage 
to the brain substance. It seemed possible to achieve this result 
with ultrasound, but because of insufficient data regarding the 
effects of high frequency, high intensity sound on brain tissue, 
this problem was first studied in experiments on animals, which 
demonstrated that graded, controllable lesions, extending deep 
into the white matter, with comparatively little insult to the 
cortex of the exposed animal brain, could be produced by a 
single beam of ultrasound without noticeable ill-effects on the 
animals. It was decided to apply the sound in patients through 
openings made in the calvaria. With the patients in a half- 
sitting position, the superior part of the frontal bone was 
explored through a skin incision about 1 to 2 cm. anterior and 
parallel to the coronal suture or through parasagittal incisions. 
Bilateral trephine openings, 1.25 to 1.5 in. (3.2 to 3.8 cm.), in 
diameter, were made over the frontal areas, reaching about 
| cm. anterior to the coronal suture and centered approxi- 
mately in line with the pupils. In the first 9 of 20 cases small 
dural flaps were turned to expose the underlying cortex, but 
in all subsequent cases the dura was not opened. Prior to 
irradiation the patient was shifted to a sitting position. With 
the sound head fixed vertically, the beam was aimed at the 
anterior tip of the lateral ventricle. Ringer’s solution at room 
temperature, degassed by 20 minutes of boiling and continu- 
ously exchanged, acted as the coupling agent. A frequency of 
1,000 kilocycles per second was used; the intensity averaged 
about 7 watts per square centimeter close to the crystal. The 
exposure time varied from 4 to 7 minutes over each lobe of 
the first nine patients; for the transdural irradiation this was 
extended to between 7 and 14 minutes, with some variations 
in intensity and concentration of the ultrasound. After ade- 
quate premedication the procedure was performed with use of 
local anesthesia. Of 20 patients selected for ultrasonic irradia- 
tion of the prefrontal region, 16 had intractable pain due to 
metastatic malignant tumors, often combined with anxiety, 
depression, and, in some instances, narcotic addiction. The 
patients retained their insight and judgment as far as could 
be estimated, and after their suffering was controlled or 
lessened, they took more interest in their surroundings and 
showed more initiative; several were able to go home. Ten 
of the 17 patients with excruciating pain obtained practically 
complete relief for periods from two weeks to 11 months. 
Four other patients with intractable pain showed improvement, 
while the remaining three continued their complaints. Fifteen 
patients died within 19 days to seven months after the ultra- 
sonic irradiation owing to spread of their malignant growths. 
\utopsies performed on 14 of the 15 patients revealed that 
the histological damage in the path of the sound beam was 
localized mainly to the white matter. A satisfactory lobotomy 
eflect was obtained in most cases, in spite of the fact that the 
tissue alterations were minimal. The ultrasonic damage can be 
controlled and graded from a reversible or minimal effect to 
‘ gross necrosis in the subcortex without opening the dura. 
Mutilation can be avoided. 


Prognosis of Depression with Electrical Treatment. D. L. C. 
Thomas. Brit. M. J. 2:950-954 (Oct. 23) 1954 [London, 
England]. 


The facts about a group of 338 patients who were given 
tlectroconvulsive therapy for depression served as indications 
of the prognosis for such patients in general. Thirty-one pa- 
uents had additional schizophrenic or paranoid features or a 
story of manic or hypomanic attacks. Of the 307 others, 149 
had endogenous depression, with associated agitation in 18, 
hysterical symptoms in 31, anxiety and tension in 18, hypo- 
chondriasis in 15, and obsessional symptoms in 9; 50 had 
involutional depression; and 17 had reactive depression. Of 
‘us number, 213 (69%) recovered or were much improved, 
85 (28%) improved, and 9 (3%) remained unchanged. The 
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average number of treatments for patients whose recovery was 
uncomplicated was 5.7. The average hospital stay for the group 
of 213 patients was 44 days. Patients with reactive depression 
did least well, and those with endogenous depressions with 
hysterical and obsessional symptoms did least well among the 
endogenous group. The number of treatments and the duration 
of stay required for those patients whose progress was straight- 
forward were slightly greater in the involutional depressions 
than in the other forms: 6 treatments as against 5.2, and just 
over seven weeks as against just under six weeks. Relapses 
occurred in 81 patients, the great majority of them coming 
by the 14th day after the end of the initial period of treatment. 
Ninety-eight per cent of the patients could have been dis- 
charged 16 days after treatment, or 93% after 14 days, without 
risk of relapse. The number of treatments given before relapse 
averaged 5.4 and the number after, 2.4. Regarding recovery or 
improvement, there was no difference between those who 
relapsed and those who did not. Relapse occurred in 46% of 
the patients with involutional depression and in 53% of those 
who had depression with hypochondriasis, while it occurred 
in only 21% of the rest of the patients. Relapse during the 
first admission is a bad prognostic sign, making the chance of 
recurrence within a year two and a half times as great as if 
that relapse had not occurred. Independently of relapse during 
the first admission, involutional depressions and depressions 
with hypochondriasis have a special tendency to recurrence 
Age appears to have little significance except in the group that 
does not relapse but has recurrence, in which agitated de- 
pressions, depressions with hypochondriasis, and involutional 
depressions predominated; these were the more elderly patients 
in this series. Of 12 patients with depression with schizo- 
phrenic or paranoid features, 11 recovered or were much 
improved and one had a recurrence. Comparison of these 
figures with a separate series of frankly schizophrenic patients 
with marked depressive admixture shows that the latter did 
less well in that 8 out of the 10 had recurrence within 12 
months. The numbers are small, but the difference is statisti- 
cally highly significant. 


Agenesia of Corpus Callosum. K.-E. Foght-Nielsen, G. Thomsen 
and J. Vesterdal. Ugeskr. leger 116:1317-1320 (Sept. 16) 1954 
(In Danish) |Copenhagen, Denmark|. 


Since 1948 about 250 pneumoencephalographic examinations 
were made in the Rikshospital in children with symptoms of 
cerebral disorders, mainly spastic and epileptic. Agenesia of 
corpus callosum was found in five cases. The pneumoencephalo- 
graphic changes are characteristic and include abnormally 
great distance between the lateral ventricles, enlargement of 
temporal horns, lengthening of the interventricular communica- 
tions, dilatation and elevation of the third ventricle, and radial 
arrangement of the medial sulci. Callosal agenesia is apparently 
symptomless but is often combined with other defects, from 
which various symptoms may arise. Diagnosis can be made 
only from the results of encephalography. There is no possi- 
bility of treatment. 


Diagnosis and Management of Trigeminal Neuralgia. W. B. 
Hamby. J. Am. Geriatrics Soc. 2:634-639 (Oct.) 1954 [Balti 
more}. 


Although trigeminal neuralgia or tic douloureux may appear 
at any age, investigations revealed that in over half of the 
patients it began between the ages of 40 and 60 years. The 
important features of the pain are its explosive onset, its short 
duration, its periodicity, its constant localization within the 
area of distribution of one or more branches of one trigeminal 
nerve, its temporary complete disappearance without residual 
phenomena, and its association with “trigger-zones.” The first 
attack of trigeminal neuralgia usually comes like “a bolt from 
the blue,” as a flash of momentary pain in one side of the 
face. This clears as quickly as it began, and the patient has 
no other symptom until the second attack. This may occur 
within the next few minutes, or it may not occur for months. 
Then the seizures usually show a pattern: pain recurs in parox- 
ysms over a period of a few weeks or longer, disappears com- 
pletely, but recurs after the passage of several months. A 
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seasonal periodicity may develop, so the patient learns to 
expect attacks at certain times of the year. Usually the periods 
of pain become progressively longer and the intervals of relief 
shorter. Neurological examination of patients with trigeminal 
neuralgia reveals no abnormality except reproduction of pain 
on stimulation of trigger-zones. The neurologist is aware, 
nevertheless, that typical trigeminal neuralgic pain can be 
caused by organic lesions compressing the gasserian ganglion 
or the sensory root. Many forms of medical therapy have been 
tried and abandoned. The medical therapy currently under 
investigation is the administration of vitamin B:2. The material 


is given intramuscularly in 500 mcg. doses twice a day for 


10 days. A successful result should be apparent within that 
time. The treatment may be repeated if the pain recurs. Inter- 
ruption of the trigeininal nerve may be produced temporarily 
by injection of small amounts (0.5 to 1 cc.) of absolute alcohol 
into the affected peripheral branch of the nerve. Until recently 
the only permanently effective treatment was partial or com- 
plete trigeminal sensory-root section. Numbness in the de- 
nervated part of the face is usually the only undesirable 
secondary effect of this trigeminal rhizotomy. Sjéqvist of Stock- 
holm developed a method of interrupting the trigeminal pain 
fibers, while preserving those transmitting touch sensation. He 
called his procedure “trigeminal tractotomy.” Unfortunately 
the pain tract in the medulla occupies a position that prevents 
a completely harmless interruption of all the pain fibers, 
particularly those serving the “muzzle area” of the face, where 
the trigger-zones of most patients having the common second 
and third division pain are situated. Sjéqvist’s operation does 
not replace trigeminal rhizotomy in the usual case of trigeminal 
neuralgia. It is, however, an excellent operation for first division 
tic or for use on the second side of bilateral cases, when 
one side has been denervated. In 1951, Taarnhgj of Copenhagen 
- described a new method of relieving the pain of trigeminal 
neuralgia. The sensory root is exposed in the middle fossa, as 
for rhizotomy, but instead of severing the root, the surgeon 
divides the dural ring through which the root extends from 
the posterior into the middle fossa. Taarnhgj’s operation was 
soon tested by other surgeons, who confirmed his therapeutic 
claims. The effects of the new operation have been followed 
for only three years, so it is possible that the pain may recur 
in some cases. In this event, the root can be reexposed and 
severed through the same approach. 


Spontaneous Cerebellar Hemorrhage. H. H. Hyland and D. 
Levy. Canad. M. A. J. 71:315-323 (Oct.) 1954 [Toronto, 
Canada]. 


Thirty-two cases of verified nontraumatic cerebellar hemor- 
rhage are reported. They were seen over a 21-year period at the 
Toronto General Hospital. In this same period cases of hemor- 
rhage into the brain stem exceeded those of cerebellar hemor- 
rhage by almost two to one. Hypertensive vascular disease was 
responsible for 16 of the cerebellar hemorrhages, angiomatous 
malformation for 8, blood dyscrasias for 5, and septic meningitis 
for 1. Another occurred during a surgical operation and one 
mere after methyl salicylate poisoning. Only one patient sur- 
vived. The site of his lesion, which was presumed to be due to 
an angiomatous malformation, was confirmed by ventriculog- 
raphy, and successful surgical evaluation of the clot was carried 
out. His case was one in which the hemorrhage was slow in 
development and the signs of cerebellar deficit predominated. 
This is the exception rather than the rule. Usually, spontaneous 
cerebellar hemorrhage manifests itself with dramatic sudden- 
ness and progresses rapidly to death; death occurred within two 
hours in 3 patients and within 24 hours in another 11 patients; 
only 5 survived longer than a week after the onset. Cerebellar 
hemorrhages are found most commonly in one of the hemi- 
spheres but may also arise in the vermis. In many instances, 
rupture into the fourth ventricle takes place and, less frequently, 
into the subarachnoid or subdural spaces. Acute internal hydro- 
cephalus is likely to develop early when hemorrhage is severe. 
In many cases the neurological manifestations do not clearly 
indicate cerebellar localization, and the predominant signs may 
be those of brain stem involvement. In such cases ventriculog- 
raphy is necessary for correct localization. The commonest initial 
symptom in this series of patients was a sudden severe pain 
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localized to the occiput and back of the neck, which was soon 
accompanied by nausea, vomiting, and collapse. Mental con. 
fusion, screaming, and irrationality were among the first symp- 
toms in seven instances. The condition might have been diag. 
nosed and treated in more patients if the possibility of its 
existence had been envisioned. 


Hazards of Virus Contagion During Pregnancy as Cause of 
Neuropsychiatric Abnormalities in Infant. J. Alcami Garcia, 
Rev. espan. oto-neuro-oftal. 11:184-190 (May-June) 1954 (jp 
Spanish) [Valencia, Spain]. 


Observations were made on a woman who in the course of 
the third month of pregnancy continued in intimate contact with 
her first child who got the measles. The mother complained 
about acute symptoms of coryza. She had had measles in her 
childhood. Pregnancy and delivery were normal. The infant was 
born with microcephaly, cerebral spastic infantile paralysis 
(Little’s disease), and convulsions. There developed great mental 
retardation and motor incapacity. There was no history of 
hereditary disease, trauma, or dyscrasia to account for these 
abnormalities. The author believes that the abnormalities were 
due to massive virusidal infection of the mother. He points out 
that measles in girls does not give permanent immunity for 
adult life and that the contact of pregnant women with patients 
with measles and other virus diseases and exanthems may be 
the cause of neuropsychiatric abnormalities in the infant, as in 
the afore-mentioned case. Early in pregnancy contact should be 
prevented. Gamma globulin therapy is indicated when contact 
is unavoidable. 


The Degenerated Lumbar Disc: Treatment by Vertebral Body 
Fusion. R. B. Cloward. J. Internat. Coll. Surgeons 22:375-386 
(Oct.) 1954 [Chicago]. 


In a recent series of 128 patients operated on for ruptured 
intervertebral disks, 57 were observed to have degenerated disks. 
Criteria for classification as degenerated were an intervertebral 
space 4 to 5 mm. narrower than normal and a demonstration by 
discogram of complete rupture of the disk. Osteophyte formation 
was not an indication of ruptured disk, as the latter was ob- 
served adjacent to normal disks and there were as many de- 
generated disks without spurs as with them. Eleven per cent 
more multiple ruptures were observed in the patients with 
degenerated disks than in the group as a whole, thus suggesting 
constitutional weakness as a predisposing factor. The clinical 
history regarding age, sex, and duration of symptoms was 
compared with the roentgen data. Degenerated disks occur in 
persons aged 30 to 50 and in women oftener than in men. The 
average duration of symptoms was five to six years. There is a 
fairly high incidence of failure of treatment of degenerated disks 
by standard surgical methods. A more satisfactory treatment of 
the condition is vertebral body fusion, which consists of bilateral 
partial hemilaminectomy with insertion of full-thickness iliac 
homografts. The results of vertebral body fusions in the 57 
patients include roentgen evidence of anterior fusion in 53 
patients within three and a half months. Symptomatically, 49 
(85%) considered themselves cured. The percentage may turn 
out to be higher after the lawsuits of seven compensation cases 
are over. The other two patients were still disabled. 


Youthful Suicide Attempts. D. Powers. Northwest Med. 53: 
1001-1002 (Oct.) 1954 [Seattle]. 


About 22,000 suicides occur in the United States each year. 
No figures are available as to the number of persons who make 
some attempt at ending their own lives, but undoubtedly for 
every reported case there are many unreported attempts. After 
commenting on the facts that suicide is more frequent in men 
than in women; in the temperate zone than in the tropics: 00 
sunny than on rainy days; in single, widowed, and divorced 
persons than in the married; and in business and professional 
persons than in laborers, Powers comments on the physician’s 
role in preventing suicides. The physician recognizes certain 
categories of persons who are most likely to attempt suicide. 
They are those with manic-depressive reactions, involutional 
melancholia, prolonged grief, delirium (febrile, cardiac, alcohol), 
panic states, despair and frustration; and rational well-integrated 
persons under irreparable misfortune. In young persons, adoles- 
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cents, and those of military age, the suicide attempt most often is 
related to some acute frustrating situation in which the person has 

ofound emotional investment and out of which he can see no 
satisfactory outcome. Actual suicide in this group is not too 
frequent, but nevertheless during these years one may see many 
gestures toward self-destruction. In such age groups therapy 
seems to be most efficacious, because the young are generally 
more flexible, and have more opportunities for emotional out- 
jets. In most attempts at self-destruction there is the theme of 
aloneness and powerlessness. By his act the person is attempting 
to convey a message about his needs and about the circumstances 
under which he lives. Often he is so overwhelmed that the very 
act of harming himself is apparently the only power that he 
can mobilize. Stengel says that the suicidal act is often an end 
in itself, representing a desperate bid (often mainly uncons-ious) 
to appeal to society for help in an intolerable situation. It appears 
that the person who attempts suicide has, under the accumulation 
of many stresses, forgotten previous positive interpersonal rela- 
tionships and does not see the possibility of such positive relation- 
ships in the future. The physician, recognizing the universality 
of loneliness and the universality of the thought of suicide, is in 
a position to be of assistance. To react with scorn and rejection 
to such a person, particularly the young person, is merely to 
force him further into isolation. On the other hand, if an ade- 
quate relationship is established with even one significant person, 
the foundation has been laid for his further communication with 
others and for continued emotional growth, thereby enabling 
him to meet the stresses of living. 


Relationship of Neuropathology to Neurology, Psychiatry and 
Pathology. A. Ferraro. J. Neuropath. & Exper. Neurol. 13:509- 
514 (Oct.) 1954 {Baltimore}. 


The intimate relationship of neuropathology to neurology and 
psychiatry and the binding tie of parentage of neurology and 
psychiatry to neuropathology have been challenged recently, and 
there is a tendency on the part of some general pathologists to 
clam the leading role in directing the future of neuropathology. 
Ferraro gives reasons for his opposition to this amalgamation 
of neuropathology with general pathology. Although in the past 
neuropathology was developed essentially by men carrying on, 
al the same time, research and teaching in the field of clini-al 
neurology and clinical psychiatry, neuropathology has now 
reached a point of specialization, and its problems have so 
increased that individual workers can justify the dedication of 
their full time to the special field of neuropathology in labora- 
tories attached to departments of neurology and psychiatry. 
However, the fact that a neuropathologist may devote mest of 
his ime to neuropathological investigations does not absolve him 
from continuation of his training and research in an atmosphere 
devoted to clinical neurology, psychiatry, neuroanatomy, and 
neurophysiology. Any attempt to separate neuropathology from 
its natural and logical parentage and close relationship with neu- 
rology and psychiatry and transfer it to the department of general 
pathology would be a serious mistake. A neuropathologist needs 
advice and guidance from clinical neurologists and psychiatrists. 
To expect a pathologist who heads a department of general 
pathology in a medical school to possess all the necessary knowl- 
edge to properly direct teaching and research in neuropathology 
in addition to the vast knowledge of general pathology, structural 
pathology, functional pathology, skin pathology, surgical pathol- 
ogy, and general experimental pathology would be asking the 
impossible. Exceptional men may be found with the capacity 
of carrying this Herculean task, but from a practical standpoint 
one cannot approve of important fundamental changes on the 
basis of a few exceptions. Ferraro favors the idea that a neuro- 
pathologist should receive an initial training of at least one year 
in general pathology, but once such a training has been acquired 
his main associations should center within the departments of 
neurology and psychiatry. With regard to the question of cer- 
lifications, Ferraro suggests that it might be advisable that a 
special board for certification in neuropathology be set up by 
the American Association of Neuropathologists. The present 
certification in neuropathology by the American Board of 
Pathology has been established without any Official consultation 
or discussion with the American Association of Neuropatholo- 
Gisis, contrary to the policies followed by other national boards. 
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GYNECOLOGY & OBSTETRICS 


Rectal Pentothal as an Anesthetic Agent in Obstetrics: Report 
on Its Use in 750 Cases. E. W. Furgurson. North Carolina 
M. J. 15:437-440 (Sept.) 1954 [Winston-Salem, N. C.]}. 


Furgurson used rectal administration of thiopental (Pentothal) 
sodium in a total of 750 obstetric cases. He feels that this is 
the ideal obstetric anesthetic for use in the small hospital. After 
commenting on the drawbacks of low spinal anesthesia, con- 
tinuous caudal analgesia, and inhalation anesthesia, he stresses 
the advantages of the rectal administration of thiopental. The 
750 cases in which he used the method included 235 spon- 
taneous, 460 low forceps, 26 mid-forceps, and 29 breech 
deliveries. Thiopental for rectal administration is supplied in 
vials, each containing 3 gm. To keep the volume of solution 
small and thereby prevent an enema effect, only 7 cc. of 
water is used for each gram of the drug. In most cases a 
single dose of thiopental sodium, 1 gm. per 75 Ib. (34 kg.) body 
weight, has been satisfactory. Meperidine (Demerol) hydro- 
chloride is administered intramuscularly in doses of 50 to 
100 mg. at intervals of one to three hours, until the cervix ts 
dilated to 3 or 4 cm. in multiparas and to 4 cm. or more in 
primiparas. At this stage the thiopental solution is drawn into 
a 20 cc. syringe in the dose desired, plus the volume required 
to fill a 12 to 16 F. catheter. With the patient prone on her 
left side, the lubricated catheter is inserted 6 to 8 in. (15.2 to 
25.4 cm.) into the rectum and the syringe emptied. Next the 
catheter is withdrawn and a gauze pad pressed against the anus. 
Inhalation of a nitrous oxide and oxygen mixture is used in the 
few women requiring mild supplementary anesthesia during 
the second stage. Total amnesia was present in 90% of the 
parturient women to whom thiopental was given. No depressive 
after-effects were noted, and all patients were pleased with the 
results of the drug. Thiopental should not be employed in 
patients with severe diseases or abnormalities involving the 
glottis, trachea, or mediastinum, or with cardiac decompensa- 
tion. The drug is absolutely contraindicated whenever an in- 
flammatory lesion of the rectum is present. It may be used 
safely in almost every other type of obstetric patient except 
primiparas with pelvic anomalies or malpositions and patients 
with allergic dermatitis or severe anemias. Other barbiturates 
should not be employed in conjunction with rectally admin- 
istered thiopental. 


The Over-Term, Hypermature, and Late-Born Infant. F.-A. 
Josten. Arch. Kinderh. 149:27-42 (No. 1) 1954 (In German) 
(Stuttgart, Germany]. 


After citing figures on the perinatal mortality that can be 
traced to prolonged pregnancy, Josten says that although many 
obstetricians favor induction of labor as soon as the normal 
duration of pregnancy has been exceeded by 10 days or more, 
others doubt that this is necessary. Josten feels that disagree- 
ments about this point are partly due to a confusion in ter- 
minology. He defines the over-term infant as one who as the 
result of prolonged pregnancy has developed beyond the stage 
that is normal at delivery. The hypermature infant has been 
damaged by prolonged pregnancy; some of these hypermature 
infants previously passed through the stage of the over-term 
infant. The term late-born (partus serotinus) signifies chiefly 
a time concept and implies that the child was born after a 
pregnancy that was prolonged by more than 10 days. A late- 
born infant is often also an over-term or a hypermature infant. 
The infant becomes hypermature and damaged as soon as the 
intrauterine resources become inadequate for further growth. 
This may happen as soon as the normal term of birth is past 
or after the infant has reached a certain overgrowth. The 
placenta no longer provides the food, oxygen, and fluid require- 
ments. Deficiency of amniotic fluid is a sign of hypermaturity, 
and with the prolongation of pregnancy the amount of amniotic 
fluid decreases progressively. Dystrophy and exsiccosis of the 
hypermature infant are the result of this decrease in amniotic 
fluid. Over-term and also frequently hypermature infants are 
larger, longer, and their skeleton is ossified to a greater extent. 
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These manifestations of advanced growth involve a higher 
mortality during delivery, because the greater circumference 
and hardness of the head and the greater width of the shoulders 
make labor more difficult, so that the use of forceps and with 
this the likelihood of trauma is increased. Furthermore, de- 
livery is prolonged, and this also makes the prognosis more 
unfavorable. Cesarian section is frequently resorted to and 
this operation is not without danger for mother or infant. 
Hypermature infants are often endangered during delivery 
by compression of the umbilical cord, anesthesia of the mother, 
and aspiration of amniotic fluid. The threat of injury to the 
brain is likewise greater than in infants born at term. Inducing 
delivery as early as possible, and with the least damage pos- 
sible, is most important for the over-term or hypermature 
infant. After delivery the hypermature infants should be given 
fluids both by mouth and subcutaneously. Commenting on the 
possible causes of prolonged pregnancy, the author suggests 
that hormone effects may be involved. The combined efforts 
of obstetricians and pediatricians will be required to reduce 
the mortality of over-term, hypermature, and late-born infants. 


Problem of Sport and Menstruation: Investigation Among 
Female Olympic Fighters, Members of the Olympic Nuclear 
Team, and Sport Students. I. Bausenwein. Deutsche med. 
Wehnschr. 79:1526-1532 (Oct. 8) 1954 (In German) [Stuttgart, 
Germany]. 


Of 47 female participants in the Olympic games in Helsinki, 
Finland, in 1952 who were questioned by the author personally 
concerning the influence of physical and psychic strain asso- 
ciated with sportive competition and pronounced efficiency 
training on the course of menstruation, 27 were light-weight 
athletes, 10 gymnasts, 7 swimmers, and one each canoeist, 
rider, and fencing expert. The findings were compared with 
those obtained from a study of 70 female sport students. 
Menstrual disturbances should not be traced back exclusively 
to physical training. A detailed history is indispensable in every 
case. The most unfavorable results were observed in swimmers; 
in these, the early beginning of training and competition, most 
frequently before the menarche, in addition to thermal stimuli 
and intensive training, were the cause of the menstrual dis- 
turbances consisting of a delay up to one week, short temporal 
interruption of the menstruation, and prolongation up to 10 
days. Consequently, moderation should be observed in training 
and competition, particularly during puberty. The observed 
alterations in the course of menstruation should not be con- 
sidered in general as permanent damage. Results of investiga- 
tion were more favorable among the participants in the Olympic 
games than among the sport students. Vitality, accustoming to 
systematically built up and individually dosed training, in many 
cases a natural gift for active movements and, therefore, 
economic performance, play an important part. Physical train- 
img can be a valuable aid in therapy of menstrual disturbances 
and, therefore, there is no longer justification for strictly for- 
bidding women to participate in physical training if they have 
menstrual! disturbances, and particularly dysmenorrhea; correct 
dosage of physical training, however, is essential. The high 
percentage of better performance and the number of record 
performances in the course of the menstrual period is notable. 
This, however, holds true only for those types of sport that 
require capability of quick reaction and not for those that 
require prolonged performance such as canoeing. Decreased 
efficiency in many cases before the onset of menstruation sug- 
gests the necessity of moderation in sport shortly before the 
onset of menstruation. 


PEDIATRICS 


Rheumatic Fever and Rheumatic Heart Disease in Children as 
Seen in Clinic Practice: I. Clinic Diagnostic Technique. L. L. 
Davis and M. H. Greene. A. M. A. Am. J. Dis. Child. 88:427- 
438 (Oct.) 1954 [Chicago]. 


Of 306 school children who were referred by the school 
physician to the diagnostic rheumatic heart clinic at Meadow- 
brook Hospital, East Meadow, Long Island, N. Y., in the school 
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year 1951-1952, 120 did not present sufficient evidence on which 
to make a diagnosis of heart disease or suspected heart disease. 
115 presented clinical evidence of possible or potential hear 
disease, 36 had congenital heart disease, and 29 presented yp. 
equivocal evidence of rheumatic heart disease. It is noteworthy 
that only one of the group of rheumatic children was found to 
have definite acute rheumatic heart disease. The diagnosis of 
rheumatic heart disease and rheumatic fever in the absence of 
classic history and the major and minor manifestations of rhey. 
matic fever has become a clinical problem of major proportions. 
The diagnostic characteristics of the disease have changed, and 
there is solid evidence that the natural history of rheumatic fever 
has eluded clear description. The clinic patient is assessed on the 
basis of some of the older and more orthodox criteria. This may 
be responsible for the “overdiagnosis” and “underdiagnosis” oj 
these cases. An attempt is made by the authors to classify into 
three categories the diagnostic criteria evolved in clinic practice. 
They believe that these criteria offer a basis on which a children’s 
cardiac clinic can hope to screen the mildest type of rheumatic 
fever, the patient with minimal rheumatic heart disease, and to 
remove the stigma of rheumatic heart disease from the patient 
in whom it has thus been identified on insufficient evidence. The 
three categories of proposed diagnostic criteria are as follows: 
(1) positive evidence, such as rheumatic heart disease in both 
parents of the patient; the finding by fluoroscopy of an enlarged 
left auricle and left ventricle in the absence of clear criteria of 
congenital heart disease; a grade 3 systolic or louder murmur 
at the apex, transmitted to the left axilla; evanescent prolonga- 
tion in the auriculoventricular conduction in the presence of 
other “rheumatic-like” symptoms; or a prolonged electrical 
systole (Q-Tc); (2) presumptive signs, such as a positive family 
history of rheumatic fever and/or rheumatic heart disease in a 
“sickly” child whose predominant behavior pattern is that of 
fatigability; definite changes in heart sounds and murmurs on 
repeated examination; choreiform movements or a history of 
Sydenham’s chorea in the presence of minimal cardiac findings: 
“nonspecific” electrocardiographic findings, such as a prolonged 
auriculoventricular conduction, notched P-waves, in a child who 
is otherwise well; a generally enlarged heart in the absence of 
any definite causal diagnosis; (3) helpful leads in diagnosis (a) 
the child who “is not well” but is not definitely ill may harbor 
a mild insidious carditis; (6) an older child who shows a pro- 
nounced depletion of vital capacity in the absence of upper 
respiratory or pulmonary disease may thus show early left 
ventricular insufficiency in rheumatic carditis; (c) progressive 
pallor out of proportion to the level of the hemoglobin is similar 
to the almost typical pallor of aciive rheumatic carditis; (d) an 
adherence to some of the commonly mentioned laboratory 
criteria, such as erythrocyte sedimentation rate, antistreptolysin 
titer, low grade fever, is not warranted by the authors’ experience 
in clinic practice. 


Reduction of Intussusception by Barium Enema. M. M. Ravitch. 
Surg., Gynec. & Obst. 99:431-435 (Oct.) 1954 [Chicago]. 


Ravitch advises that, as soon as the diagnosis of intussuscep- 
tion is suspected, the infant should be taken to the fluoroscopic 
room. There a Foley bag catheter with a 45 cc. balloon is in- 
serted into the rectum and the balloon distended. The catheter 
should be ungreased, so that it may be less readily expelled, and 
the buttocks should be firmly strapped together with adhesive 
tape. If the child is in shock or dehydrated, blood or fluids 
are administered intravenously. In most cases the stomach 1s 
aspirated to avoid vomiting. The reservoir, filled with suspension 
of barium, is elevated to 3 ft. (91.4 cm.) above the table and 
the barium permitted to run into the rectum under fluoroscopic 
observation. The barium will usually be seen to run rapidly 
into the rectum and colon until the head of the barium column 
meets the point of the intussusception. At this point the rounded 
head of the advancing barium column suddenly becomes con- 
cave, forming a meniscus around the point of the intussuscep- 
tion. As pressure increases, the meniscus lengthens, the horns 
extending until suddenly the intussusception is pushed back and 
the meniscus flattens out again. This process is repeated, some 
times with extreme rapidity, until the intussusception is reduced 
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to the cecum and through the ileocecal valve. At times the entire 
reduction proceeds swiftly and at others the reduction hangs at 
one point or another until the intussusception suddenly gives 
way. Immediately after the completion of the reduction, 
powdered charcoal is deposited in the patient’s stomach through 
a tube, and six hours later an enema is administered to recover 
the charcoal and prove the reduction. The author lists the criteria 
of the successful reduction of an intussusception and discusses 
the objections raised against the barium hydrostatic pressure 
treatment. He used it as the primary treatment in 65 cases of 
intussusception in infants and children. In 50 cases (77%) no 
further treatment was required. In 15 cases a small persistence 
of the intussusception at the ileocecal valve or cecum was re- 
duced operatively. There were no deaths. The author feels that 
the hydrostatic pressure method by means of the barium method 
is the treatment of choice in intussusception. 


Reevaluation of Neuroblastoma and Wilms’ Tumor in Infants 
and Children: 111 Cases of Retroperitoneal Tumor. C. A. Kruse, 
W. H. Snyder and L. Chaffin. West. J. Surg. 62:505-512 (Oct.) 
1954 |Portland, Ore.]. 


Curability and the importance of early diagnosis are empha- 
sized by recent reevaluation (to January, 1954) of 111 cases of 
neuroblastoma and nephroblastoma (Wilms’ tumor). The pre- 
dominating initial symptoms in these children were enlarging 
abdomen or mass in'49%, systemic symptoms in 39%, and acute 
abdominal symptoms in 12%. Only 58% of the patients were 
referred to the hospital at a stage in which the tumor was 
operable. Specific curative treatment of a retroperitoneal tumor, 
regardless of type, is early surgical intervention. The intravenous 
pyelogram is of importance in diagnosis. Bone marrow aspiration 
should also be performed to establish the presence or absence 
of malignant cells in the case of a neuroblastoma, in which 
skeletal metastases are common. The transabdominal surgical 
approach with initial ligation of the renal pedicle and inclusion 
of Gerota’s fascia and the collateral renal veins in the removal 
of a retroperitoneal tumor involving the kidney is essential for 
an adequate cancer operation. The prognosis may be good in 
spite of inoperability because of the radiosensitivity of the 
neuroblastoma and its occasional spontaneous disappearance. 
Widespread metastases can still be treated with remarkable palli- 
ation by small doses of x-ray, as attested by the four year and 
four and a half year survivals, respectively, of two of the 
authors’ patients. Recent reports of apparent cure after treatment 
of neuroblastoma with “skeletal metastasis” are encouraging but 
require a longer follow-up. 


Treatment of Erythroblastosis Fetalis by Exchange Transfusion: 
Statistical Analysis of Results. A. S. Wiener, I. B. Wexler and 
G. J. Brancato. J. Pediat. 45:546-568 (Nov.) 1954 [St. Louis]. 


Of 36 Rh-negative women who gave birth to dead infants and 
were studied by Wiener and associates in the course of the past 
three years, all but one had Rh antibody titers greater than 8 
units (16 units or higher) by the albumin-plasma conglutination 
method. Therefore, when antibody titer was used as a criterion 
of severity, a titer of 8 units by the albumin-plasma titration 
method was considered as the upper limit for cases classified as 
“nildly” affected. The results of treatment with exchange trans- 
fusions in 222 erythroblastotic infants were compared with the 
results obtained in 67 erythroblastotic babies who were left 
untreated or given one or more simple transfusions. Among 
“mildly” affected babies, i. e., those whose mothers had anti- 
body titers of 8 units or less, no significant difference in the 
mortality rate (including neurological sequelae as well as deaths) 
in the two groups was demonstrable. On the other hand, among 
“verely affected babies treated by exchange transfusion the 
Mortality rate was 15.5+2%, while among the babies receiving 
‘imple transfusions or no treatment the mortality rate was as 
igh as 46.4+6.2%; the difference, 28.9+6.5%, is statistically 
‘ignificant, In the method now used by the authors for carrying 
out exchange transfusions, part of the citrated plasma is re- 
moved from bank blood not more than three days old, which 
tas been allowed to sediment in the refrigerator in order to 
teduce the volume to 400 cc., and the resulting concentrated 
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blood (hematocrit about 0.5) is used for the exchange trans- 
fusion, equal volumes of blood being withdrawn and injected. 
In more severely affected babies a second such exchange trans- 
fusion is given 24 to 48 hours after birth. Among 78 erythro- 
blastotic babies treated according to this method, of whom 53 
had mothers with antibody titers above 8 units by the albumin- 
plasma method, the mortality rate was only 5.1+1.6%. Five 
cases are presented in detail to illustrate the course of Rh 
sensitization in women followed through several pregnancies and 
to compare the result of treatment of several erythroblastotic 
babies born to the same mother. One case is cited that demon- 
strates the importance of icterus per se as a criterion of severity, 
and therefore this sign is a strong indication for treatment by 
exchange transfusion even in the absence of anemia. In view 
of the innocuousness of exchange transfusion when bleeding is 
accomplished by nicking the radial artery at the wrist and in- 
fusing blood through the saphenous vein at the ankle, i. e., an 
open procedure that involves only expendable vessels, and in 
view of the excellent results obtained by this treatment, it has 
been the authors’ tendency to widen the indications for exchange 
transfusion in treating erythroblastotic babies. 


Leprechaunism: A Euphuism for a Rare Familial Disorder. 
W. L. Donohue and I. Uchida. J. Pediat. 45:505-519 (Nov.) 
1954 [St. Louis]. 


A clinical and pathological syndrome for which the term 
leprechaunism was coined by the authors is described in two 
baby girls who were the result of their mother’s first and seventh 
pregnancies. Three other pregnancies ended in abortion and 
miscarriage, respectively, but the pregnancies and deliveries 
associated with two normal living children were not unusual. 
Both parents, who were first cousins once removed, were normal 
and healthy. During the pregnancies that resulted in the infants 
with leprechaunism the mother’s abdominal enlargement re- 
gressed at about the seventh month. Intrauterine fetal move- 
ments were barely detectable from this time. The first of the 
two infants was delivered at term by medical followed by a 
surgical induction; the other infant was delivered at seven and 
one-half months by cesarean section because of preeclampsia 
and possible placenta praevia. The salient features of the syn- 
drome were: 1. Apparent cessation of growth on or about the 
seventh month of pregnancy—both infants at the time of their 
death at 46 and 69 days of age, respectively, were approxi- 
mately the development and weight of a 7-month fetus; dys- 
trophy, muscle wasting, and emaciation were prominent features. 
2. The most outstanding stigma characterizing the syndrome, 
and the one which suggested the term “leprechaunism,” was 
the peculiar and unusual facies. The large wide-set eyes, big 
low-set ears, Negroid features, and hirsutism gave to the infants 
an elfin or gnome-like appearance. 3. Profound endocrine dis- 
turbances were indicated by the histological changes in the 
ovaries, pancreas, breast, hypertrophy of the clitoris and possibly 
the thymus and pituitary. Follicular cysts are not infrequently 
found in infants of 2 months, but the total mass of the ovaries 
is never as great as it was in these infants. It is also unlikely 
that the changes in the breasts, consisting of duct hyperplasia 
with early cyst formation, present at the time of death were 
persistence of neonatal hypoplasia. Hyperfunction of the islet 
tissue of the pancreas, suggested by microscopic findings, was 
supported by bioassay of the pancreas, which demonstrated 
greatly increased amounts of insulin. The hypertrophy of the 
clitoris was also evidence of abnormal hormonal stimulation. 
4. The severe emaciation suggested metabolic aberrations. This 
was supported by the microscopic changes in the liver. The 
abnormal deposits of glycogen and iron in the liver were most 
unusual. The hypertrophy and calcinosis of the kidneys might 
have been related to metabolic and/or endocrine dysfunction. 
5. The development of subcutaneous abscesses in each infant 
could have been merely part of the general debility; on the 
other hand, it might have been an indication of a special sus- 
ceptibility to infection. The syndrome is probably the homo- 
zygous combination of rare recessive genes being facilitated by 
the consanguinity of the parents. 
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DERMATOLOGY 


The Influence of the Local Injection of Hydrocortone (Com- 
pound F) on the Reactions to Tuberculin, Lepromin, Frei and 
Ducrey Antigens. B. Appel, J. M. M. Fernandez and E. F. 
Dougherty. J. Invest. Dermat. 23:237-250 (Oct.) 1954 [Balti- 
more]. 


The influence of cortisone, corticotropin, and hydrocortone 
(Compound F) on the reactions of hypersensitivity has been 
studied by various authors. A consensus is that this group of 
drugs exerts an inhibitory action on reactions of hypersensitivity. 


Appel and associates investigated the local action of hydro- . 


cortone on the cutaneous reaction to various bacterial antigens, 
but they were especially interested in the action of hydro- 
cortone on the lepromin reaction. It is well known that the 
intradermal injection of lepromin provokes, in the positive 
reactors, an early response (the Fernandez reaction) within 24 
to 48 hours, consisting of an erythematous halo of infiltration, 
which is interpreted as an allergic phenomenon. The later 
response (the Mitsuda reaction), in the third or fourth week, 
consists of a nodule or papule, which is interpreted as an 
expression of the resistance or relative immunity to the Myco- 
bacterium leprae. They studied the influence of hydrocortone 
on the evolution of both phenomena, hoping to establish the 
relation between them. The authors made their studies on 15 
adults who had benign dermatoses and assumed that they had 
not had any contact with leprosy. The local injections were 
made with saline suspensions of hydrocortone acetate (Com- 
pound F) containing 25 mg. per cubic centimeter. They injected 
0.2 cc. of the drug intradermally and, in the same place, 
injected the antigen studied. Out of 46 experiments there were 
12 tests with tuberculin, of which 6 were positive; 9 tests with 
Ducrey vaccine, of which 8 were positive; 10 tests with 
Lygranum (Frei), of which 5 were positive; and 15 tests with 
lepromin, all of which were positive. Hydrocortone acetate 
partially or totally inhibited the reactions to tuberculin (Man- 
toux), Frei, Ducrey, and the early allergic reaction to lepromin 
(Fernandez reaction) in the majority of the cases studied. Hydro- 
cortone acetate also inhibited the late immune reaction to 
lepromin (Mitsuda reaction) either partially or totally, prevent- 
ing the formation of the nodule at three weeks, and later. 
Microscopic studies confirmed the clinical observations by 
showing that the drug produces atrophy of the epidermis and 
suppresses the formation of the histological infiltrate that 
characterizes these reactions. The authors conclude that the 
parallelism in the inhibitory action-of hydrocortone over the 
early and late response to lepromin suggests an intimate con- 
nection between both phenomena. 


Classic Aspects of Onion and Garlic Dermatitis in Housewives. 
J. W. Burks Jr. Ann. Allergy 12:592-596 (Sept.-Oct.) 1954 
[St. Paul]. 


Onions and garlic are members of the Liliaceae, a family 
closely related to the Amaryllidaceae, which includes narcissus, 
daffodil, jonquil, polyanthus, and Chinese sacred lily, and to 
the Iridaceae, which embraces iris and gladiolus. Although 
plants of the lily family are not common irritants, they are 
known sensitizers. Hay fever and asthma have been known to 
be caused by narcissus bulbs, as well as by powdered garlic. 
“Tulip fingers” occur in a large percentage of workers handling 
tulips. “Lilly rash” is common where narcissuses are grown. 
In the United States, as well as in Europe, dermatitis has been 
traced to hyacinths and jonquils. Garlic has been known to 
cause cutaneous sensitivity either by its bulb or by its pollen. 
The author presents the case of a woman, aged 37, who had 
an eruption of the tips of the thumb, index, and middle fingers 
of the left hand as well as the tip of thumb of the right 
hand. Exacerbations and remissions had alternated continu- 
ously for several years. Invariably, the eruption was worse on 
Monday mornings and actually began to flare up on Saturday 
nights. She prepared her own meal only on Saturday, and 
generally chopped onions and garlic for seasoning. Patch tests 
with onions and garlic elicited a severe pruritic vesicular der- 
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matitis. Reaction to garlic was severer and was prolonged to 
three weeks. Areas of dermatitis of the fingers flared during 
patch testing. Avoidance of further contact with onions and 
garlic through use of protective creams and gloves, along with 
soothing local treatment of the dermatitis, effected complete 
remission. Three months later, she had another attack after 
planting lily bulbs. Since this initial observation, numeroys 
similar cases have been recognized. Studies with raw and -. 
tracted substances of these plants indicate an allergenic as wel! 
as a primary irritant action. Contrary to previous reports, the 
allergenic extract was found to be water soluble rather than 
fat soluble. 


Congenital Polykeratosis. A. Touraine. Presse méd. 62:(289- 
1292 (Sept. 29) 1954 (In French) [Paris, France]. 


From the complex group of hereditary keratoses, one syp- 
drome can be isolated and termed “congenital polykeratosis,” 
It consists of a dominantly transmissible polydysplasia, the 
basic element of which is a tendency to hyperkeratinization of 
the skin and its annexes and to keratinization of the mucosa: 
coupled with this is usually a process of tissue hyperplasia or 
functional hyperactivity of part or all of the body. This ecto- 
dermosis is a chain of hereditary symptoms that can manifest 
itself and be transmitted either wholly or partially. Only one 
symptom may be present. Other skin anomalies may be 
subordinate to the hyperkeratosis: atrophy of the mucous body, 
dyskeratosis, or acantholysis, thus establishing all degrees of 
transition toward the polydysplasias that have one or the other 
of these anomalies as their chief characteristic. 


UROLOGY 


Prostatic Cancerous Osteosis Treated by Cortisone. M. Morin, J. 
Lafon, J. Graveleau and M. Delattre. Semaine hép. Paris 30: 
3364-3366 (Oct. 2) 1954 (In French) [Paris, France]. 


The administration of cortisone to a 55-year-old man with 
diffuse skeletal metastases from a prostatic cancer produced 
substantial improvement in his condition after estrogen therapy 
had lost its effectiveness. The existence of the prostatic cancer 
was established by palpation, and the metastatic lesions, in- 
volving the spine, sacrum, iliac bones, the upper end of the 
femurs, the clavicles, and the ribs, were clearly visible in the 
roentgenograms. Treatment with an estrogen, Dinestrol, given 
orally, was started at once (in July, 1951) and was so success- 
ful that within two months the patient, who had the illusion 
of a cure, resumed his occupation. The initial period of im- 
provement lasted until November, 1952, and was followed by 
a period during which the patient’s pain recurred, his general 
condition declined, and estrogen intolerance developed. He was 
admitted to the hospital on May 15, and three days later the 
treatment with cortisone began. The immediate effect was 
spectacular; pain was substantially relieved, nausea ceased, the 
patient was able to eat and sleep again; his temperature, which 
had been irregularly elevated, returned to normal; and the 
urine, which had been blackish in color, became clear. The 
improvement continued and made the patient’s life supportable 
during the next eight months, although at no time did the 
benefit obtained from cortisone equal that which had been 
obtained with estrogens. Surgical castration, carried out four 
months after treatment with cortisone was started, proved 
valueless and had no symptomatic effect. Cortisone, therefore, 
whatever the mechanism by which it exerts its effect in pros- 
tatic cancer, was solely and directly responsible for the second 
remission. The rapid return of intense pain when two injections 
(100 mg. in all) of male hormone were given during the period 
of cortisone therapy proved conclusively that the improvemen! 
noted was not due merely to its psychic action. Cortisone !ost 
its effectiveness abruptly in January, 1954, and on Feb. 24, 
after a short period of vascular collapse, the patient died. This 
case, together with others recently reported, shows that cor! 
sone, no less than adrenalectomy, has a place in the treatment 
of prostatic cancers in which estrogen therapy is ineffectual. 
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secondary Carcinoma of Penis, with Primary Site in Prostate 
Gland. RX. R. Espinosa, M. T. Mahoney and E. H. Albano. 
im. J. Clin. Path. 24:1165-1169 (Oct.) 1954 [Baltimore]. 


The case reported was that of an 80-year-old man who was 
hospitalized on Oct. 10, 1953, with a complaint of increasingly 
ficult passage Of urine and almost constant pain in the penis 
of perineum of three weeks’ duration. Genitourinary symp- 
«ms dated back to June 22, 1944, when he was first hospital- 
nd for stranguria, dysuria, and nocturia. Digital rectal ex- 
,mination revealed a hard, irregular, slightly enlarged prostate 
sand. A clinical diagnosis of advanced prostatic carcinoma 
yas made, and bilateral orchidectomy was performed. The 
satient was given 5 mg. of mestilbol (Monomestrol) daily, 
vith good results. When, in December, 1945, he complained 
of painful enlargement of both breasts, mestilbol therapy was 
jscontinued and therapy with diethylstilbestrol (Stilbestrol), 3 
ne. orally daily, was substituted. For the next seven years he 
wok this medicament periodically. He had no urinary com- 
saints except for intermittent slowing of the urinary stream. 
\bout three weeks prior to his second hospital admission on 
jan. 26, 1953, acute urinary retention developed. Several weeks 
wer, in February, 1953, a suprapubic cystostomy was per- 
formed, and during the operation a small, hard nodule was 
emoved for biopsy from the right side of the posterior vesical 
nck, which was rigid. The histological examination of the 
gecimen revealed a papillary cystadenocarcinoma of the 
postate gland. Following this operation diethylstilbestrol 
therapy Was continued, and the patient was well until Sept. 
»), 1953, when dysuria and pain began, followed by acute 
urinary retention on Oct. 10. Physical examination at this time 
disclosed that the breasts were markedly enlarged. Thé bladder 
was distended, reaching halfway to the umbilicus. The presence 
of diffuse, tender hard nodules of varying size in the dorsum of 
ihe shaft of the penis and in the glans penis was the outstanding 
physical finding. Tissue obtained from the glans penis dis- 
closed metastatic adenocarcinoma. When the patient refused 
amputation of the penis, deep roentgen ray therapy was in- 
situted. A-total of 4,000 r was given in 19 treatments. In April, 
194, irradiation was stopped because of rectal irritation. The 
patient died in July, 1954. The authors feel that the case is 
ineresting, not only because the condition occurs rarely, but 
aso because it illustrates the effective use of combined orchi- 
dectomy and estrogen therapy in the control of prostatic car- 
cinoma. There was no evidence of metastasis other than to the 
penis 10 years after the clinical diagnosis of inoperable car- 
cnoma of the prostate was made. 


Hormonal Adrenalectomy in Cancer of Prostate. E. Mingaz- 
ui and G. Ciccarelli. Policlinico (sez. prat.) 61:1069-1076 
\ug. 16) 1954 (In Italian) [Rome, Italy]. 


Orchidectomy combined with the administration of estrogens 
aves good results in the treatment of cancer of the prostate. 
ln patients treated with this method the drop in the urinary 
‘cretion of the 17-ketosteroids that ensues is followed, how- 
‘er, by a progressive increase of it. When the administration 
estrogens to these patients is no longer sufficient to check, 
) inhibiting the hypophysis, the increased adrenal production 
0! androgens, a relapse occurs, the cancer begins to grow again, 
ad the patient’s condition declines rapidly. The therapeutic 
ohective at such time is to stop this production of androgens by 
ie adrenals. Adrenalectomy has been used for this purpose, 
‘ut when it was found that the use of cortisone determines 
‘ophy of the adrenals it seemed reasonable to reduce the 
«renals’ production of androgens by administering cortisone. 
The authors called this hormonal adrenalectomy. Recent works 
‘ave ascribed to cortisone the capacity to inhibit the growth 
“neoplastic cells either through a direct action or through a 
“crease of the production of the hypophyseal somatotropic 
‘mone. The authors used cortisone to treat six patients, 59 
"77 years of age, with cancer of the prostate and obtained 
“couraging results. The general condition was improved, pain 
"8 reduced or disappeared, and spontaneous urination was 
*tored with little or no residual urine. Unlike other authors, 
Mingazzini and Ciccarelli do not believe that neoplastic cells 
“d metastases disappear with this treatment. Their growth is, 
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however, arrested. It is too early to state how long the effects 
of cortisone in the treatment of carcinoma of the prostate last. 
The authors feel that it is a great achievement in the field of 
cancer, because patients for whom there was no hope can now 
be helped. 


Renal Tuberculosis. J. K. Lattimer and R. J. Kohen. Am. J. 
Med. 17:533-539 (Oct.) 1954 [New York]. 


According to Lattimer and Kohen, all patients who have had 
pulmonary, bone, or other tuberculosis should have periodic 
urinalyses for pyuria. The search should be kept up for 10 
years after the pulmonary infection. Even small numbers of 
pus cells, such as one to three per high-power field in urine 
specimens of specific gravity 1.015, should lead to an investiga- 
tion for renal tuberculosis. Multiple guinea pig inoculation 
and cultures of the urine for tubercle bacilli should be carried 
out. Unilateral, destructive tuberculosis of the kidney is prob- 
ably best treated by nephrectomy in conjunction with combined 
treatment with streptomycin, 1 gm. daily or twice weekly, and 
p-aminosalicylic acid, 12 gm. daily for one year. To date the 
presence of any lesion large enough to be visible by x-ray 
examination has heralded a poor prognosis for permanent con- 
version by chemotherapy alone. It is possible that longer ob- 
servation of the newer therapeutic regimens, especially those 
employing isoniazid, 100 mg. every eight hours, in combination 
with sodium p-aminosalicylate, 4 gm. per every eight hours, 
and streptomycin, 1 gm. twice weekly, may justify a trial of 
at least one year of chemotherapy before surgical treatment 
is advised. There is certainly no emergency about performing 
a nephrectomy for tuberculosis. It is desirable to postpone the 
surgical intervention long enough to make certain that the 
urine from the contralateral kidney is free of tubercle bacilli 
and pus cells. The operation is best preceded by four months 
of chemotherapy and followed by eight more months of treat- 
ment. In selected patients in whom the disease has not yet 
spread beyond one portion of the kidney but the destruction 
of that portion is so extensive as to indicate a poor prognosis 
through chemotherapy alone, partial resection of the involved 
kidney may be advisable. It has been the authors’ policy to 
precede this operation with from four to six months of com- 
bined therapy with streptomycin and p-aminosalicylic acid and 
to continue the therapy after the surgical intervention until 
continuous treatment has been given for at least one year. 
Bilateral, inoperable renal tuberculosis is now treated with 
combined chemotherapy for at least one year. If the pyuria 
persists after one year of treatment, treatment may be con- 
tinued for a second year. Patients are kept on a semiambulatory 
rest regimen employing isoniazid, streptomycin, and p-amino- 
salicylic acid combined for one year. Some patients are being 
observed for a second year. If one kidney is worse than the 
other, the worse kidney should not be removed in the hope 
that the disease will abate; the patient will only die sooner. 
Prostatic and epididymal tuberculosis are now being treated 
with combined chemotherapy for one year. Epididymectomy 
is advised only for lesions that are obviously large, caseous, 
or necrotic, or in which the ductus deferens is already occluded. 
The operation is followed by one year of combined chemo- 
therapy. Five years of observation of bacteriological, roent- 
genographic, symptomatic, and survival data convinced the 
authors that modern chemotherapy is effective in modifying 
the formerly fatal course of renal tuberculosis. 


OPHTHALMOLOGY 


Precancerous Melanosis. C. H. Greer. Proc. Roy. Soc. Med. 
47:730-734 (Sept.) 1954 |[London, England]. 


Greer in commenting on the history of the term precancerous 
melanosis shows that it has been used chiefly by French authors. 
He also mentions Reese’s studies on this lesion, but he disagrees 
with Reese’s belief that cancerous melanosis is by far the com- 
monest type of malignant melanotic growth of the conjunctiva 
and that malignant change in a congenital pigmented nevus is 
rare. At the Institute of Ophthalmology, with which Greer is 
connected, it was found that of 153 pigmented lesions of the 
conjunctiva, limbus, caruncle, and plica semilunaris examined 
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histologically since 1948, 118 (77%) were nevi; 30 (20%) were 
malignant melanomas; and 5 (3%) were precancerous melanoses. 
The lesion commences as a flat pigmented macule and spreads 
gradually, remaining flat and extending laterally, until eventually 
the whole bulbar and palpebral conjunctiva, caruncle, and ad- 
jacent skin of the lids may be involved in a flat, finely granular 
pigmentation. The precancerous phase commonly lasts for 5 to 
10 years, but it may be shorter or much longer. According to 
Reese malignant disease almost invariably supervenes. One or 
more malignant foci develop, either simultaneously or succes- 
sively, and, although these may become elevated to form obvious 
tumors, they more often remain almost flat and may metastasize 
and kill the patient without becoming appreciably raised above 
the surrounding epithelial surface. Enlargement, deepening pig- 
mentation, and inflammation in the precancerous area have been 
the common signs of malignant change, but these may well 
escape detection unless the patient is under close surveillance. 
Greer raises the question whether conjunctival precancerous 
melanosis can be distinguished from the pigmented nevus. He 
believes that it can and gives the following reasons for this view. 
Clinically, precancerous melanosis has a characteristic flat diffuse 
and progressive habit of growth. Histologically, the junctional 
proliferation is diffuse and intraepithelial, and the “dropping 
down” of innocent nevus cells into the submucosa, which is 
characteristic of nevi, is absent. Indeed, any infiltration into the 
submucosa of proliferative epithelial cells from a precancerous 
area must be interpreted as a sign of early malignant change. 
Therapeutically, the two conditions differ in that precancerous 
melanosis is reported to be sensitive to irradiation in its early 
stages, while most nevi are insensitive. The author concludes 
that precancerous melanosis is a proliferation originating in the 
basal cells of the conjunctival epithelium, analogous to Bowen’s 
intraepithelial carcinoma or extramammary Paget’s disease, 
when that condition can be divorced from any primary malig- 
nant disease in the underlying apocrine glands. Further clinical 
and pathological observations are necessary before the nature, 
habits, and relationships of precancerous melanosis can be 
regarded as finally settled. 


Modification in Intra-Ocular Acrylic Lens Surgery. T. G. W. 
Parry. Brit. J. Ophth. 38:616-618 (Oct.) 1954 [London, 
England]. 


With regard to the use of the intraocular acrylic lens in 
cataract surgery, it appeared to Parry that the insertion of an 
intraocular acrylic lens would be easier if a complete iridectomy 
were performed, thus avoiding the manipulation of the lens 
through a round pupil, and that an intracapsular extraction 
would be preferable if the dangers of prolapse into the vitreous 
at operation, or later, could be done away with. In order to 
meet both problems the author fell back on his experience with 
tantalum drains in glaucoma, the eye having proved exception- 
ally tolerant to this metal. He threads a fine tantalum wire 
through a drill hole in the acrylic lens. In the described case 
the acrylic lens is fulfilling its function and seems fixed in place 
against prolapse into the anterior chamber or into the vitreous. 
The details of the operation are described and illustrated in 
diagrams. The author admits that the use of the tantalum wire 
is somewhat more complicated and “messy” than the straight- 
forward insertion of the lens, but it may perhaps open up an 
avenue for the further advance of this latest development in 
cataract extraction. 


Sjégren’s Syndrome Treated with ACTH. K. J. Gurling, R. S. 
Bruce-Pearson and M. H. Pond. Brit. J. Ophth. 38:619-625 
(Oct.) 1954 |London, England]. 


Gurling and associates report their observations on six 
women with Sjégren’s syndrome who were treated with corti- 
cotropin in amounts of 1 to 2.4 gm.; three also received cortisone. 
This treatment led to no significant improvement in lacrimal or 
salivary gland function or to improvement in either kerato- 
conjunctivitis sicca or xerostomia. The repeated measurements 
of lacrimal and salivary gland secretions by means of Schirmer’s 
test and pilocarpine stimulation as well as slit-lamp examination 
failed to reveal any objective therapeutic response. The slight 
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symptomatic amelioration noticed by some patients was of short 
duration, varied in each person, and was no greater than what 
the authors observed in some untreated cases. In two patients 
there was a definite reduction in size of the parotid glands, jp. 
dicating the presence of some influence on the lymphoid infiJtra- 
tion that appears to cause swelling. This improvement was 
unaccompanied by any restoration of secretory function and js 
probably a nonspecific effect of corticotropin. In all biopsy 
specimens some microscopically normal gland parenchyma was 
present, the amount of which was roughly in inverse proportion 
to the degree of parotid swelling and impairment of salivation. 
so that restoration of function appeared possible if corticotropin 
was of any use. All patients with arthritis or joint pains were 
relieved as in uncomplicated rheumatoid arthritis, suggesting 
that the arthritic lesions differ in origin from those in the parotid 
and lacrimal glands and other epithelial surfaces. The significant 
increase in urinary 17-ketosteroid excretion and the gain in 
weight and eosinopenia seen in most patients demonstrated that 
the corticotropin used in this trial provided adequate adrenal 
cortical stimulation. All patients have since been followed up 
for at least one year, but in none has the syndrome undergone 
any significant modification. 


Contact Lenses: Statistical Evaluation of Tolerance. R. Sattler. 
Klin. Monatsbl. Augenh. 125:215-224 (No. 2) 1954 (In German) 
[Stuttgart, Germany]. 


According to Sattler two factors are of primary importance 
in the tolerance for adherent or contact lenses: (1) irritation 
resulting from mechanical factors, and (2) foggy vision or “Sat- 
tler’s veil,” which results from edema of the corneal epithelium. 
When this foggy vision appears other unpleasant sensations often 
subside, possibly because the pain receptors of the cornea be- 
come less sensitive after the edema develops. Questionnaires 
regarding tolerance for contact ienses were sent to 1,100 persons 
for whom such lenses had been fitted, and replies were received 
from 365. Seventy-one (19.5%) stated that they were not wear- 
ing their contact lenses; 213 (58.3%) wear them every day; 
and 81 (22.2%) wear them occasionally. Seven hours is the 
average period for which they are worn. Age, sex, or occupa- 
tion seem to exert no great influence, but the indications for 
which the contact lenses were prescribed seem to influence the 
tolerance. Patients with medical indications, such as those with 
keratoconus, irregular astigmatism, unilateral aphakia, or severe 
myopia in general tolerate their contact shells better than do 
some of the others. Those who wear them because of “social 
indications” (profession or sports) seem to become better adjusted 
to their use than those in whom appearance (vanity) was the 
only reason for preferring contact to other lenses. The author 
knows of one patient who has worn contact lenses for 21 years, 
20 patients who have worn them for over 10 years, 63 longer 
than 5 years, and 141 longer than 3 years. The others have 
worn them for from one to three years. Irritation of the con- 
junctiva is a much more frequent cause of complaint than is 
epithelial edema of the cornea. The danger of a corneal erosion 
is slight in the case of contact lenses with nonspherical scleral 
part, which are the only ones under consideration here, provided 
that all precautions are followed during fitting and adjustment. 


Cataract Formation Following Beta-Ray Radium Therapy: Re- 
port of Four Cases. G. M. Haik, W. Lyda, R. L. Waugh Jr. and 
G. Ellis. Am. J. Ophth. 38:465-470 (Oct.) 1954 [Chicago]. 


Beta-ray radium therapy has proved useful in such varied 
conditions as papillomas, corneal vascularization, and corneal 
scarring, as well as in the preoperative and postoperative man- 
agement of keratoplasty. Until quite recently Haik and associ- 
ates considered, as did many others, that beta radiation, when 
used with due precautions, is an innocuous method and that 
cataract formation does not follow its use. Unfortunately, they 
have learned that this generalization is not correct. They present 
five instances of cataracts occurring in four patients following 
the use of beta radiation therapy for the control of recurrent 
pterygia. The total dosages, which varied from 19 to 40 minutes, 
were delivered by the Iliff applicator from 1947 to 1949 by the 
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technique originally advised by Iliff. In the technique now em- 
ployed in the management of pterygia, a single application, 
which does not exceed five minutes in any area, is made rou- 
inely immediately after surgery, when new vessels are most 
responsive to radiation. The application is not repeated unless 
there is a recurrence (pseudopterygium). When this happens, 
secondary surgery is followed immediately by a five-minute 
application with the Iliff applicator. Follow-up observations in 
wo of the four patients reported in this paper showed prac- 
tically no change in the eyes after periods of 15 and 18 months. 
it is hoped that other observers will put on record their ex- 
periences with cataract formation and other complications fol- 
lowing beta radiation. This is an extremely valuable method 
in various fields of ophthalmology, and the pooling of experi- 
ences will help to eliminate any hazards that may be connected 
with its use. 


OTOLARYNGOLOGY 


Study of Lymphoid Tissue of Nasopharynx. P. E. Meltzer. 
Ann. Otol. Rhin. & Laryng. 63:607-619 (Sept.) 1954 [St. Louis]. 


In the course of a study on the causes and treatment of 
hearing impairment, Meltzer found a significant number of 
children in whom intermittent tubal closure appeared to be 
related to recurrent adenoidal growth. Questions raised in con- 
nection with this problem included: the possible role of allergy, 
the need for special surgical techniques, and the use and type 
of irradiation. In searching for answers to these questions, it 
was found that the nature and purpose of nasopharyngeal 
tissue also required investigation. Some literature reports are 
cited, and Meltzer says that in the course of the studies carried 
out at his institute it had to be determined whether the masses 
sen in the nasopharynx were actually hypertrophied lymphoid 
tissue, or merely edema resulting from infection or allergy. 
Therefore, at operation, the tissues were carefully removed 
from specific areas, such as the tori, fossae of Rosenmiiller, 
the salpingopharyngeal and salpingopalatine bands, and studied 
histologically. Sixty-six patients were chosen who were being 
operated on for ear symptoms, with bouts of deafness asso- 
ciated with acute suppurative or acute secretory otitis. All of 
them when first examined had measurable hearing loss, but 
hearing improved following inflation of the middle ear in most 
of them, indicating reversibility of the loss. Primary tonsillec- 
tomy and adenoidectomy was carried out in 41; primary 
adenoidectomy alone in 2; secondary tonsillectomy and ade- 
noidectomy in 1; and secondary adenoidectomy in 22. Well- 
defined secondary nodules were found in 437 of the 549 pieces 
of tissue; 112 pieces proved not to be lymphoid tissue. After 
commenting on the physiological, anatomic, and pathological 
aspects of the lymphoid tissue, the possible role of endocrine 
factors and of irradiation are discussed. On the basis of their 
studies so far the authors conclude that when a mass of naso- 
pharyngeal lymphoid tissue interferes with nasal or middle ear 
‘unction by imposing an obstruction, its removal almost always 
restores normal function. When tubal obstruction is the result 
of hypertrophy and edema of the lymphoid tissue on the tori, 
the fossae of Rosenmiiller, or the lateral bands extending from 
‘he torus to the palate and lateral pharynx, the obstruction 
can best be coped with by surgical removal of the excess 
issue, under direct vision. Not infrequently further treatment 
‘uch as supplementary irradiation may be necessary to control 
postoperative recurrence of tubal closure. 


Eosinophil Granuloma, Letterer-Siwe Disease and Hand- 
Schiiller-Christian Disease. J. D. K. Dawes. J. Laryng. & Otol. 
68:575-599 (Sept.) 1954 [London, England]. 


Eosinophilic granuloma is a diffuse nonlipoid storage disorder 
of the reticuloendothelial system; the histiocytes are the essen- 
tial cell type, and they have a follicular or diffuse distribution 
within an organ. The histiocytic nodules may be infiltrated by 
‘ymphocytes, plasma cells, and eosinophils. These similar 
sions have been classified into the following clinicoanatomic 
‘oncepts: (1) a disorder of early childhood, often rapidly fatal, 
which the histiocytic lesions are widely distributed both 
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through the soft tissues (especially the lymphoid tissues) and 
the skeleton; this syndrome is known as Letterer-Siwe disease; 
(2) a more chronic form that occurs in children and adults, 
wherein the histiocytic lesions are usually limited to the skele- 
ton, but because of the likelihood of damage to the lungs, heart, 
brain and pituitary in the later stages of the disease the prog- 
nosis is grave; this entity is known as Hand-Schiiller-Christian 
disease or lipogranulomatosis; (3) a disease of children or young 
adults that is often localized to the skeleton or perhaps one 
bone, which may heal spontaneously without treatment, and 
which is known as eosinophil granuloma. Dawes feels that 
eosinophil granuloma in the temporal bone occurs often enough 
to merit the attention of otologists. A recent case of bilateral 
temporal bone involvement at his hospital in Newcastle induced 
him to study the records for further otologic cases. The eight 
cases presented here are recorded primarily to illustrate the 
otologic aspects of eosinophil granuloma, Letterer-Siwe disease, 
and the Hand-Schiiller-Christian syndrome. The ear lesion may 
be the presenting symptom or it may develop during the course 
of the disease or it may be an accidental finding during a rou- 
tine examination. Lesions are here presented that demonstrate 
that the lesion may originate in either the squamous or petrous 
temporal bones. Radiographs of the mastoid may show gross 
disorganization. A punched-out lesion in the squamous tem- 
poral would be almost diagnostic. The degree of disorganization 
of the temporal bone makes one suspect this type of lesion, 
but a tuberculous mastoiditis must be excluded. The only cer- 
tain method of reaching a diagnosis is by means of a biopsy. 
As regards treatment, the general view is that each lesion 
should be treated by radiotherapy in a dose of from 400 to 
1,000 r. However, many lesions heal spontaneously, and Dawes 
feels that it is better to reserve radiotherapy for foci causing 
symptoms, particularly when painful. At the author's hospital 
in Newcastle, the multiple lesions are usually treated to make 
the patient more comfortable. The outlook in a solitary granu- 
loma may be excellent, but when speaking to the patient's 
relations, a guarded prognosis must be given, for this single 
lesion may only be a local manifestation of a more generally 
disseminated disorder. In the acute febrile case with diffuse 
involvement of the soft organs the prognosis is poor, and, if a 
similar diffuse involvement should appear during a predomi- 
nantly skeletal disease, one can be fairly sure of rapid deteri- 
oration. When the lesion is more chronic and typical of Hand- 
Schiiller-Christian disease, the prognosis may be better. 


Malignant Tumors of Nasopharynx: Transpalatine Surgical 
Excision. H. J. Hara. A. M.A. Arch. Otolaryng. 60:440-452 
(Oct.) 1954 [Chicago]. 


Hara reviews observations on 33 patients with tumors of 
the nasopharynx treated at two Los Angeles hospitals. The 
group included 25 men and 18 women, and the majority of 
the patients were in the sixth and seventh decades, but one 
patient was only 16 years old. The earliest symptoms produced 
by these growths are: vague throat irritation, alteration of 
vocal resonance, intermittent tubal obstruction, abnormal post- 
nasal discharge, and occasional epistaxis. Unfortunately, the 
patients with this disease usually wait until other signs develop. 
Because of the diversified pattern of the initial symptoms, and 
because of the relative inaccessibility of the nasopharynx, the 
primary site of the growth often remains undetected until 
development of secondary lesions in the adjacent structures, 
occurrence of metastasis, or a mechanical obstruction. The 
initial symptoms in the cases reviewed here were: cervical 
adenopathy in 13 patients, nasal obstruction in 12, persistent 
head pain in 5, and impaired hearing in 3. The malignant 
neoplasms included 15 squamous-cell carcinomas, 7 anaplastic 
carcinomas, 6 lymphepitheliomas, 2 mixed salivary-gland 
tumors, 2 lymphomas, and one plasmocytoma. With regard to 
treatment, the author says that irradiation is the treatment of 
choice for both sarcoma and carcinoma. Surgical extirpation 
in conjunction with irradiation is indicated in fibrosarcoma, 
adenocarcinoma, and, sometimes, for a well-localized lymphoma 
He describes and shows in drawings the transpalatine approach 
to nasopharyngeal tumors. 
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THERAPEUTICS 


Essential Hypertension: Its Treatment with Rauwolfia Serpen- 
tina Benth. A. Galambos. Angiology 5:449-460 (Oct.) 1954 
[Baltimore]. 


Raudixin, the powdered whole root of Rauwolfia serpentina, 
was given a therapeutic trial in 50 patients with essential hyper- 
tension. In 20 of these patients hypertension was considered 
severe, chronic, or rapidly progressing. The average daily dose 
of the drug was 200 mg. The maximal dose did not exceed 
800 mg. per day. Since the therapeutic effect is largely pro- 


portional to the dose, proper dosage is essential. In cases in. 


which 200 to 300 mg. of the drug proved to be only moderately 
effective, its double dose often resulted in complete success. 
The largest dose, which is still effective in increasing the thera- 
peutic effect, becomes the maintenance dose for several weeks’ 
continuous use. Then the dose may be gradually reduced, and 
the drug at this lowered level may still prove to be fully effec- 
tive. In an extreme case an initial dose of 600 to 800 mg. of 
rauwolfia (Raudixin) was considered the optimal amount for 
antihypertensive purposes; administration of this amount was 
continued for several months, and then the dose was safely 
decreased to a daily amount of 250, or even 200 mg., without 
losing any of its beneficial effects. Such an extreme case is 
rather the exception. As a routine, in a patient with a severe 
case, the maintenance dose remains around a daily amount of 
400 to 500 mg. of rauwolfia. Milder cases require 200 mg. 
as an initial daily dose that, however, can easily be reduced 
to 150, or 100 mg. or less. In the milder or moderately ad- 
vanced cases the drug was 100% effective. In patients with 
severe and far-advanced cases with pronounced structural dam- 
age in the cardiovascular system, the blood pressure was 
restored to normal in about two-thirds of the patients, and only 
one-third failed to show a full response. In an average patient 
with blood pressure levels of 240/140 mm. Hg who obtained 
a “partial” result, the systolic pressure decreased to an average 
of 170 to 180 mm. Hg, while the diastolic pressure dropped to 
a level of 105 to 100 mm. Hg. In assaying the over-all thera- 
peutic value of rauwolfia one may safely state that the effect 
in the patient with the far-advanced severe case, even if the 
result was only partial, was far more impressive or convinc- 
ing than a 100% effectiveness in patients with the mild or 
moderately advanced cases. Cardiac rates as high as 120 to 
128 dropped to 66 or 60, usually within the first week and 
remained depressed throughout the effective administration of 
rauwolfia. The lowest rate recorded was 48, the average was 
60 to 66, and in no patient did the rate exceed 72. Patients 
who had used barbiturates or other hypnotics continuously for 
many years regained their sleep with the aid of rauwolfia. 
Some of the patients volunteered to discontinue the hypnotics. 
The hypnotic effect during the night proved to be more reliable 
and constant than the sedative effect of the drug during the day. 
Side-effects were slight and insignificant. Serious toxic effects 
were not observed. Rauwolfia thus possesses an antihyperten- 
sive effect, associated with other beneficial properties, as no 
other medical or surgical method of treatment, or any combina- 
tion thereof, does. It is true that rauwolfia cannot restore the 
blood pressure to normal in each and every case, but it is equally 
true that with proper dosage and proper management unparal- 
leled results can be achieved. 


Studies on the Control of Hypertension by Hyphex: IV. Levels 
of the Agents in Urine and Blood. H. M. Perry, Jr., H. A. 
Schroeder and J. D. Morrow. Am. J. M. Sc. 228:405-416 (Oct.) 
1954 [Philadelphia]. 

The term hyphex is used to designate an effective method of 
controlling arterial hypertension by the simultaneous adminis- 
tration of hexamethonium chloride and hydralazine according 
to a carefully determined schedule, varying with the response in 
each case. Therapeutic levels of these agents in the blood of 
hypertensive patients to whom they were given orally and 
parenterally, and their rate of renal excretion were studied. 
About 6% of a single oral dose of hexamethonium chloride was 
excreted in the urine, and half of the recovered amount appeared 
within six hours. On continuous oral doses of hexamethonium 
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chloride the mean renal recovery was 3.5%, whereas on cop. 
tinuous parenteral doses about 10 times as much was excreted. 
Concentrations of hexamethonium chloride in the plasma of 
adequately treated patients averaged 0.37 mg. per 100 cc.: g 
level as high as 16 mg. per 100 cc. of plasma was found in a 
constipated azotemic patient who recovered. The mean recovery 
of free hydralazine in the urine was 2.9% of a single oral dose: 
half of the recovered amount appeared within five hours. Op 
continuous oral doses the mean excretion was 1.1%. About the 
same amount appeared when the drug was given parenterally. 
Therapeutic plasma levels averaged 0.023 mg. per 100 cc. A; 
the beginning of treatment about half as much of the drug was 
excreted in the urine free as was “bound” to mercaptan: with 
therapeutic responses the relative amount of free drug increased 
to more than half of the total. The dihydrazine derivative was 
not recovered in the urine as such. Tolerance to the hypotensive 
effect of hyphex was not observed in 10 patients who continued 
this regimen for two years. 


The Intermittent Use of Streptomycylidene Isonicotiny! Hydra- 
zine Sulfate in the Therapy of Pulmonary Tuberculosis. H. \. 
Payne, C. Quarles, H. V. McKnight and others. Am. Rev. 
Tuberc. 70:701-713 (Oct.) 1954 [New York]. 


Streptomycylidene isonicotinyl hydrazine sulfate (Strepio- 
hydrazid), which contains the equivalent of 1 gm. of strepto- 
mycin base and 236 mg. of isoniazid, was given a therapeutic 
trial in 74 patients with pulmonary tuberculosis, 36 of whom 
were previously untreated, while 38 had been treated before 
with other drugs. An intermittent regimen was employed and 
the patients were given intramuscular injections of 1.4 gm. of 
the drug twice weekly except when the temperature at the time 
of initial observation exceeded 101 F. These patients were given 
1.4 gm. daily for 10 days before being placed on the intermittent 
routine. Sixty-four patients with pulmonary tuberculosis who 
were receiving 1 gm. of streptomycin sulfate twice weekly and 
in addition 3 to 6 mg. of isoniazid per kilogram of body weight, 
and others who were receiving 10 gm. of p-aminosalicylic acid 
daily and 3 to 6 mg. of isoniazid per kilogram of body weight, 
served as controls. Intermittent streptomycylidene isonicotiny| 
hydrazine sulfate therapy without any additional drugs on a 
daily basis appeared to yield significantly similar bacteriological, 
roentgenographic, and clinical evidences of improvement when 
compared for more than one year with established regimens that 
employ daily administration of isoniazid with either intermittent 
streptomycin or daily p-aminosalicylic acid therapy. Although 
significant differences were observed between the regimens in 
certain comparisons of both the bacteriological and roentgeno- 
graphic studies these were probably related to differences in the 
characteristics of the two patient groups. Evidences of drug 
toxicity such as malaise, rise of temperature above 101 F, weak- 
ness, tinnitus, nausea, and vertigo required discontinuation of the 
streptomycylidene isonicotinyl hydrazine sulfate in four patients, 
but the drug was well tolerated by most of the patients. There 
is a suggestion that parenterally administered isoniazid may 
enhance allergic sensitivity to streptomycin. This should be con- 
sidered in planning therapy for patients who previously received 
significant amounts of streptomycin. Intermittent administration 
of streptomycylidene isonicotinyl hydrazine sulfate may have 
great usefulness when daily oral administration of drugs cannot 
be carried out with assurance. This new method of combined 
chemotherapy deserves further and more comprehensive analysis 
on a larger scale. 


Congenital Hydrocephalus Due to Experimental Hypovitamin- 
osis A. J. W. Millen, D. H. M. Woollam and G. E. Lamming. 
Lancet 2:679-683 (Oct. 2) 1954 [London, England]. 


The experimental finding of hydrocephalus in 47 out of 5! 
stillborn and late fetal rabbits from dams subjected to prolonged 
vitamin A deficiency before mating and during pregnancy makes 
it possible to extend earlier observations on the effects of 4 
maternal deficiency of vitamin A on the offspring. The hydro- 
cephalus in these young is undoubtedly congenital, but the ¢xac! 
cause remains obscure. The available evidence suggests that the 
primary cause is overproduction of cerebrospinal fluid, combined 
with a relative insufficiency of the cerebral aqueduct. Consider 
able caution must be exercised in the application of observations 
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made on laboratory animals suffering from vitamin deficiencies 
to human pathology. Gross vitamin A deficiency in maternal 
jiets is rare. However, absorption of the vitamin by the mother 
may be interfered with by intestinal diseases or normal absorp- 
ion may be associated with an inability to store or to use the 
vitamin efficiently. 


Effect of Dietary Amino Acid Balance on Fat Deposition in 
Livers of Rats Fed Low Protein Diets. M. E. Winje, A. E. 
Harper, D. A. Benton and others. J. Nutrition 54:155-166 
sept.) 1954 [Philadelphia]. 


Winje and associates point out that earlier investigations had 
suggested that the extent of fat deposition in the liver depended 
on the balance as well as on the absolute quantities of amino 
acids in the diet. It appeared that certain nonessential dietary 
components also affected the deposition of liver fat. In order to 
extend these observations a study of fat deposition in the livers 
of rats fed proteins other than casein was undertaken on the 
,sumption that differences in the amino acid composition of 
these proteins would be reflected by differences in the extent of 
fat deposition in the liver. Male weanling rats of the Sprague- 
Dawley strain weighing from 40 to 50 gm. were used in all 
experiments. It was found that fat that accumulates in the livers 
of rats fed low protein diets containing pork, beef, or egg 
albumin is reduced when the level of the dietary protein is 
ncreased. Supplementation of these diets with gelatin or fibrin 
or with threonine and glycine lowered the amount of liver fat. 
Lysine in the presence of additional histidine and threonine 
further decreased the amount of fat in the livers of rats fed low 
protein diets containing egg albumin. Excessive deposition of 
liver fat was not observed when low protein diets containing 
fibrin were fed. The maintenance of normal fat deposition in the 
vers of rats fed low protein diets containing choline may depend 
on a specific ratio of amino acids in the diet. 


PATHOLOGY 


Tobacco and the Lung. M. Micheli. Policlinico (sez. prat.) 
61:847-851 (July 19) 1954 (In Italian) [Rome, Italy]. 


The eventual. damage of cigarette smoking to the lung 
depends on two main factors, penetration of the smoke into and 
its fixation to the deep respiratory pathways and absorption of 
it by the lung. The inhalation of most air suspensions causes a 
constriction in the bronchioles that reduces notably the bron- 
chial caliber. The constriction caused by the smoke of cigarettes 
s sometimes so marked that it produces a functional atelectasis 
of some parts of the lung with a consequent compensatory 
ncrease of the respiratory rate. Often the smoke enclosed 
wthin this area is expelled with great difficulty and it easily 
rcomes fixed to the lung. This bronchoconstriction lasts as 
ong as smoke is inhaled and thus is present for a great part 
of the day in the habitual smoker. In the long run a part of 
us lung will be excluded from the respiratory function. This 
moke-induced bronchoconstriction is accompanied at first by 
imple dyspnea and later by emphysema with or without bron- 
‘ial inflammatory phenomena. In fact, only recently has it 
een proved that one of the causes of emphysema is a decrease 
of the bronchial lumen. The emphysema that develops in a 
moker is severer when the smoke has produced a chronic 
‘onchitis with formation of edema and intrabronchial inflam- 
matory exudates, resulting in a secondary occlusion of the 
‘ronchioles and therefore in a passive bronchial stenosis. In 
rersons with a constitutional predisposition to some conditions, 
he smoke of cigarettes may cause irreversible pulmonary em- 
ysema and chronic emphysematous bronchitis. A part of the 
particles of smoke inhaled is fixed to the pulmonary interstices 
mainly through the lymph; the other part of it is rapidly 
sorbed by the pulmonary circulation directly or through the 
/mph stream and exerts its action on the various areas of the 
reanism. The local irritating action of the smoke on the 
‘Yonchi is aspecific, not unlike that caused by the inhalation of 
‘ny other dust or smoke; the difference lies in the quantity and 
he duration of the inhalation. The local and general actions 
“used by the absorption of smoke are, however, qualitative; they 
“pend on the specific toxic action of tobacco and its products of 
“ombustion, 
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Studies on Cancer of Lung: I. Introduction and Definitions. 
L. Kreyberg. Tidsskr. norske legefor. 74:579-583 (Sept. 15) 
1954 (In Norwegian) [Oslo, Norway]. 


Tumors characterized as primary epithelial tumors of the 
lung are reviewed. They originate from the surface epithelium 
of the trachea, the larger and smaller bronchi, and the epi 
thelium of the small salivary glands and their excretory ducts 
A pulmonary carcinoma is regarded as a flat epithelial car- 
cinoma if it shows whorls of the central cells, also if the cells 
grow in solid masses and irregular strands with good connec 
tions between the cells. Giant-celled carcinomas are marked by 
considerable dissolution of the cell connections. Large irregular 
polygonal cells with large nuclei are probably atypical squamous 
carcinomas and presumably the tumors sometimes called 
gigantocellulare in older literature. Small-celled carcinomas (oat 
cell carcinomas) are distinguished by bands, whirls, and quanti- 
ties of small cells with sparse featureless cytoplasm and close, 
dark, slightly oval nuclei with abundant chromatin. Spread, 
submucosal and along the lymph paths of the bronchi, is rapid 
Adenocarcinomas are malignant tumors with tumor cells more 
or less prominently showing their cubocylindrical form and 
with more or less prominent gland arrangement. They may 
form mucus and may be slightly papillomatous. Bronchiole cel! 
carcinoma (alveolar cell carcinoma) designates a tumor form 
often having diffuse growth and pronounced papillomatous 
structure. Pulmonary adenomas are by many believed to derive 
from the excretory ducts of the small salivary glands. Some are 
clearly defined, grow slowly, and have slight tendency to metas- 
tasize; the most highly differentiated show two main types, 
one with cells in solid patches, with carcinoid structure, the 
other with more trabecular, adenoma growth. Some tend to 
regional metastases. In trachea and the larger bronchial 
branches tumors occur corresponding to the tumors called 
cylindromas of the salivary glands, also tumors with more 
polygonal, mucus-producing cells resembling the gland cells 
of the salivary glands. They are semimalignant, like the pul- 
monary adenomas, grow rapidly, infiltrate, and may metasta- 
size. Primary epithelial tumors of the lungs differ histologically 
and in biological character. The line between squamous epi- 
thelial carcinoma and giant-celled carcinoma is a matter of 
judgment, and often papillomatous adenocarcinomas cannot 
surely be distinguished from bronchiole cell carcinomas. Dif- 
ficulties in diagnosis may be due to the presence of transition 
forms, to poor specimens, defective histological technique, and 
insufficient experience on the part of the diagnostician. 


The Acid-Fast Staining Properties of Mycobacterium Leprae. 
L. Lowy and D. S. Ridley. Tr. Roy. Soc. Trop. Med. & Hyg 
48:406-410 (Sept.) 1954 [London, England]. 


The multitude of lepra bacilli in smears contrasts with the 
few seen in paraffin wax section, in which only a small frac- 
tion of the bacilli present can be stained by the Ziehl-Neelsen 
method. Experiments were undertaken, therefore, to determine 
first the relation of soluble lipids in the bacillus to acid-fastness, 
and second the use of substitutes for the bacterial lipids. The 
material was obtained from biopsies of lepra nodules from 
patients, many of whom were under treatment with sulfones 
or isoniazid, or both. Zenker-fixed sections in paraffin wax and 
water-soluble wax (polyethylene glycol) and heat-fixed smears 
were prepared in all cases to study the effects of fat solvents 
on acid-fastness and to compare staining procedures; carbol- 
fuchsin at room temperature and weak acid-alcohol were used 
for differentiation. The difficulty of staining Mycobacterium 
leprae in paraffin sections is due to (1) a capacity of the 
bacillus to adsorb paraffin wax, and (2) destruction of its acid- 
fastness as a result of extraction with fat solvents. In both 
these respects this bacillus differs from the tubercle bacillus 
The insoluble core of the lepra bacillus takes up carbol-fuchsin; 
it partially regains its acid-fastness if some substance that wets 
lipids but is immiscible with acid is applied immediately before 
the acid. Certain terpenes are particularly effective in this 
respect. The acid-fast staining mechanism is discussed, and a 
stain technique based on these observations is described. 
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BOOK REVIEWS 


The Practice of Sanitation. By Edward Scott Hopkins, Principal Associate 
Engineer, Bureau Water Supply, Baltimore, and Wilmer Henry Schulze, 
Director, Sanitary Section, Baltimore City Health Department. Second edi- 
tion. Cloth. $8. Pp. 466, with 131 illustrations. Williams & Wilkins Com- 
pany, Mount Royal and Guilford Aves., Baltimore 2, 1954. 


This book is designed to provide everyone interested in the 


general problems of community sanitation with a ready-reference’ 


text and a workable fundamental knowledge of the basic environ- 
mental factors affecting public health. Each chapter is devoted 
to an important and basic problem. The compilation of complete 
and scientifically accurate data pertaining to the entire field of 
environmental sanitation and public health constitutes a hercu- 
lean task. In this respect, with minor exceptions, the authors 
are eminently successful. The second edition contains nine new 
chapters, including discussions on housing and sanitation of 
eating places, subjects that are considered important in modern 
public health programs. The environmental health problems 
arising as a result of the expanded use of atomic energy and 
radioactive substances are not presented. In discussing quick 
freezing in the chapter on food sanitation, the authors recom- 
mend sterilization of equipment and floors with steam or with 
“chlorine water 5 to 10 ppm concentration.” This would seem 
to be contrary to current recommendations of the United States 
Public Health Service. Because of its broad scope, the book 
tends to lack specificity in the treatment of some individual and 
highly complex problems associated with special fields of environ- 
mental sanitation. The subject matter is presented in a clear, 
concise style that multiplies the pleasure of reading both for 
professional personnel and the laity. In addition to generous 
documentation and excellent bibliographies, 131 figures and 34 
tables are included. The book should prove especially helpful 
to the personnel of all public agencies concerned with environ- 
mental health. 


Mammalian Germ Cells. Editor for Ciba Foundation: G. E. W. Wol- 
stenholme, O.B.E., M.A., M.B. Assisted by Margaret P. Cameron, M.A., 
A.B.L.S., and jessie S. Freeman, M.B., B.S., D.P.H. Ciba Foundation 
symposium. Ciorh. $6.75. Pp. 302, with illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6, 1953. 


The symposium reported in this book was comprised of 40 
Participants, aif of whom are authorities on the subject of 
mammalian germ cells. The authors of the papers read came 
from Denmark, France, Great Britain, Holland, Sweden, and 
the United States. The symposium was divided into two parts: 
13 papers devoted to spermatozoa and 11 papers deaiing with 
ova, with considerable discussion after each paper. Most of the 
presentations dealt with animals, because a great deal is known 
about animal germ cells, but there were several excellent papers 
on the germ cells of men and women. By no means was there 
complete agreement on all subjects as evidenced by the ques- 
tions and answers in the discussions. This book is a real treat 
and contains practically all the data known up to June, 1952, 
on mammalian germ cells. The Ciba Foundation deserves praise 
for having arranged this excellent symposium and for making 
the papers available. 


Therapeutic Abortion: Medical, Psychiatric, Legal, Anthropological 
and Religious Considerations. Edited by Harold Rosen, Ph.D., M.D. 
Cloth. $7.50. Pp. 348. Julian Press, Inc., 251 Fourth Ave., New York, 1954. 


This book, written by 30 contributors, most of whom are 
psychiatrists, deals largely with the psychiatric aspects of thera- 
peutic abortion. The medical, legal, anthropological, and re- 
ligious aspects are considered. The nonpsychiatric indications 
are thought to be decreasing in number. The emotional aspects 
of sterility and infertility and the psychological effect of vas- 
ectomy in the male and hysterectomy or tubal ligation in the 
female are discussed. Some of the sweeping statements made 
are open to question; for example the condemnation of hysterec- 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so stated. 


tomy is based on 24 cases. Undoubtedly, the operation is abused, 
but gynecologists see thousands of women who have had a 
hysterectomy for various reasons and in whom there are no 
evidences of psychic trauma. Urologists undoubtedly have made 
similar observations on patients who have had a vasectomy. 
The most disturbed patient after tubal ligation is the one who 
becomes pregnant. Had the author worked for several months 
in a large women’s clinic, his outlook on hysterectomy and tubal 
ligation would probably have been altered. The book states that 
hyperemesis gravidarum, since the advent of antibiotic and hor- 
monal therapy, seldom requires a therapeutic abortion. This con- 
dition is becoming rare, but it is still an important complication 
in pregnancy. The authors have attempted a survey of abortion 
from ancient times to the present. It is interesting reading but 
contains very little factual material. An excellent job has been 
done in trying to classify the legal aspects. The book should 
be read by the obstetrician, gynecologist, psychiatrist, and gen- 
eral practitioner, but it should not be regarded as sacrosanct, 


Ciba Foundation Symposium on Hypertension: Humoral and Neuro- 
genic Factors. Editors for Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., and Margaret P. Cameron, M.A., A.B.L.S. Assisted 
by Joan Etherington. Cloth. $6.75. Pp. 294, with 73 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 
Gloucester Pl., Portman Sq., London, W.1, England, 1954. 


This 10th volume is comprised of material presented by 
workers in the field of medical and chemical research before 
an international conference at the invitation of the Ciba Foun- 
dation. This program was devoted to humoral and neurogenic 
factors of hypertension. Thirty-three well-known authorities in 
the field of hypertension research attended the four day meet- 
ing. This book includes 21 manuscripts and the discussions of 
the group on each subject. Much of the subject matter relates 
to basic problems of the control of blood pressure and the 
mechanisms causing experimental hypertension. Some of the 
subject matter relates to the cause and treatment of clinical 
hypertension. The book is a valuable reference for investigators 
and should prove interesting reading to anyone interested in 
fundamental problems of hypertension. The book is not de- 
signed as a clinical review or as a guide to therapy. 


Biochemical Investigations in Diagnosis and Treatment. By John D. N 
Nabarro, M.D., M.R.C.P., Assistant Physician, Middlesex Hospital, 
London. Cloth. 25s. Pp. 299, with 5 illustrations. H. K. Lewis & Co., 
Ltd., 136 Gower St., London, W.C.1, England, 1954. 


This book, written by a clinician, attempts to give younger 
clinicians, primarily of the resident level, information about 
the use of biochemical laboratory tests in diagnosis and clinical 
management of diseases. The author discusses in various chap- 
ters disturbances of the metabolism of the electrolytes, includ- 
ing the acid-base equilibrium as well as the metabolism of 
protein, fat, and carbohydrate with special consideration 10 
diabetes mellitus. There are discussions on diseases of the gas- 
trointestinal tract and the liver; renal function, including exam- 
ination of the urine and spinal fluid; abnormalities of the endo- 
crine glands; vitamin metabolism; and poisons. Useful tables 
with normal values in various body fluids are included in the 
final chapter. Usually a short, concise introduction of the 
physiological basis precedes a description of the significance 
of the individual test. Clinically important considerations are 
frequently included, and a few literature references to standard 
textbooks accompany each chapter. The book is well written, 
sparsely illustrated, practical, and useful for the purpose for 
which it is designed. It is in competition with a series of large! 
texts covering a similar field, and, with the increase in im- 
portance of biochemical investigations in clinical medicine, " 
would be desirable if the younger physician in training would 
turn rather to a more extensive treatise of the subject. With 
this reservation the book can be recommended as an ab- 
breviated, clearly presented guide in clinical biochemistry. 
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COMMON SALT AND ARTERIOSCLEROSIS 
To THE Eprror:—Please explain the basic theory of not ad- 
ministering sodium chloride in cases of arteriosclerosis and 
its complications. 
Charles Lengyel, M.D., Biddeford, Maine. 


ANSWER.—An answer may be made in three parts. 1. Sodium 
is the most important regulator of osmotic pressure in the body 
and, thus, largely governs tissue turgor and fluid exchange 
through capillary walls. It evidently is also a specific stimulant 
of vascular tone and reactivity, since the profound circulatory 
collapse of shock or adrenal cortical failure is corrected by 
odium-containing fluids (plasma or saline solution) but not by 
dialyzed plasma, glucose, or any other sodium-free solution. 
), That this augmentation of vascular tone or irritability extends 
io pathological elevations of pressure is indicated by laboratory 
observations that hypertension produced by any means in 
animals is aggravated by sodium chloride; that adrenal cortical 
extract plus sodium chioride can produce persistent hypertension 
in normal animals; and, finally, that the feeding of large quanti- 
ties of sodium chloride alone has produced hypertension. Some of 
the experimental conditions are severe, with arteriolitis. 3. A 
very high proportion (above 50%) of essential hypertension cases 
that escape acute accidents terminate in congestive failure. 
Clinicians without exception use saltless diet in the disease at 
this stage with edema. It seems rational that the diet that is 
efective for treatment should also be effective for prophylaxis. 
Ithas been asserted that congestive failure never develops in any 
patient with hypertension (even of the seemingly “refractory” 
class) if he is kept on a correct low-sodium diet. 


PROPOSED THEORY FOR INVESTIGATION 

OF CANKER SORES 

To THE Epttor:—Has anything new been discovered about re- 
current “canker sores” or aphthous stomatitis? I have noted 
a finding that may give some investigator a clue. In several of 
my patients as well as in myself, whenever one develops it 
appears that an aphthous patch comes out on the papilla of 
the parotid duct or in the floor of the mouth near the sub- 
lingual ducts. Could there be a connection with some agent 
in the saliva or a chemical change in the saliva that may pre- 
cipitate the local break in the mucous membrane that then 
results in a “canker sore’? If, as many suspect, aphthous 
stomatitis is due to an allergy or some gastrointestinal upset, 
why do not these ulcerations appear elsewhere in the gastro- 
intestinal tract, rectum, or vagina? 

A. J. Smatko, M.D., Santa Monica, Calif. 


ANSWER.—The inquiring physician has proposed a theory that 
might well be a subject for careful investigative work. At present 
there is known no specific noxious agent or chemical change in 
the saliva that would cause aphthous stomatitis starting on the 
papilla of the parotid duct or near the ‘sublingual ducts. No 
such agent has been demonstrated except in heavy metal poison- 
ing, such as by mercury and lead, which are excreted in part by 
the salivary glands. It is more likely that the local lesions in 
the mouth represent a focal manifestation of systemic disease. 
Such lesions have actually been demonstrated at sigmoidoscopy 
in allergy, leukemia, agranulocytosis, uremia, and tuberculosis. 
Intestinal manifestations of systemic disease occur in many dis- 
orders, like oral manifestations of systemic disease, and were 
hot recognized unti! intensive sigmoidoscopic examinations were 
carried out. Sometimes intestinal symptoms are completely 
absent, but usually abdominal pain and diarrhea are present in 
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the case of ulcerated lesions, and sigmoidoscopy reveals the 
same type of inflammatory reaction as is seen in the mouth 
The mechanism in the bowel is generally the indirect hema- 
togenous excretory mechanism (as in plumbism), in which the 
noxious agent is transported in the blood stream from a distant 
focus and is excreted through the wall of the bowel into the 
lumen. A similar mechanism may explain the lesions in the 
mouth if the offending agent cannot be demonstrated in the 
secretion of the salivary ducts. 


ANESTHETIC DEATH 


To THE Epitor:—May I have a definition of “anesthetic death”? 
There seems to be a difference of opinion. M.D... Omaha. 


ANSWER.—This question was sent to an anesthesiologist who, 
in turn, submitted it to a pathologist, a medical statistician, an 
attorney in the medicolegal field, and a medicai editor. All wrote 
their opinions. The consensus was that to define the term may 
be easy but to penetrate behind the term, to the cause of death 
and responsibility for it, is undoubtedly difficult. 

The anesthetic death can be defined as a death that takes place 
while the patient is under anesthesia or that is caused by an 
anesthetic or other agent used by the anesthetist or anesthesi- 
ologist in the practice of his proper profession. What lies be- 
yond that is evident in the following quotation from “Law of 
Hospital, Physician and Patient” (Hayt, E., and others: New 
York, Hospital Textbook Company, 1952, p. 444): 


“4. LIABILITY FOR ANESTHESIA FATALITIES 


“The first recorded death under anesthesia occurred 100 years ago 
Since then it has been established that death occurs about once in every 
thousand anesthetics given. Such deaths may be cardiac, respiratory, or 
cerebral; they may be due to pre-existing disease, to the effects of 
surgical procedure, to the anesthetic itself, or to any combination of these 
causes, A study of sudden deaths under anesthesia should be based on 
autopsy findings, that the deaths may not be blamed on the anesthetic 
agent used or on the ineptitude of the anesthetist.” (32. Hospitals 3: 90, 
April, 1949.]” 

In a recent study involving a review of more than 41,000 
operations, carried out with the objective of assessing the risk 
of death due to anesthesia and, specifically, that attributable to 
curare, a committee of four members—a pathologist, two sur 
geons, and an anesthesiologist—reviewed the records of each 
postoperative death. It was found that among 40,622 operations 
reviewed there were 544 hospital deaths and that only 4 of 
these, or about 1 in 10,000 operations, was attributable to anes- 
thesia. No deaths were directly attributed to curare, but, with 
the records for all deaths included, the question of the hazard 
of use of curare could be examined in another manner: the total 
hospital death rate among cases in which curare was used could 
be compared with the rate among cases in which it was not 
used. It was found that the death rate when curare was used 
was actually less (1.2%) than when it was not used (1.4%). 

The immediately preceding paragraph, from a report that is 
not in print, is not a definition. However, just as the legal excerpt 
contained information on the frequency of death under anes 
thesia, so does the statistical paragraph contain information on 
the frequency of death caused by an anesthetic or other agent 
used by the anesthetist or anesthesiologist in the practice of his 
profession. 


BRITTLE NAILS 
To THE Epitor:—What are the underlying causes of brittle 
nails, causing fingernails to break off constantly? 


Joseph Halton, M.D., Sarasota, Fla. 


ANSWER.—Brittleness of the nails, or fragilitas ungium, is 
common, especially among middle-aged women. It is seen much 
more frequently in winter, probably because of the drier air. 
Breaking off of nails may be so mild that only a little of the 
edge chips away, leaving it a little roughened or serrated. In 
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severe instances large enough sections may come away so as 
to be painful (the portion being broken off to the “quick”) 
and open the nail base and folds to infection. The entire thick- 
ness of the nail may cleave cleanly or only sections or layers 
remove themselves as flakes. The cause of brittle nails may 
be some definite entity, masked or obvious, such as syphilis. 
Cutaneous diseases, such as atopic eczema of the fingers, 
psoriasis, lichen planus, contact dermatitis, or dermatitis vene- 
nata, may account for this nuisance. Diseases of the nervous 
system, as well as undue physical and chemical injury to the 
nails as is seen in persons in certain occupations such as 
laboratory workers, glass workers, and housekeepers, may be 
responsible. In women the use of nail lacquers and their re- 
moval by oil solvents may dry these appendages and reduce 
their flexibility. Trimming these parts into unnatural shapes 
or allowing them to extend to excessive lengths may be con- 
tributory. 

According to Sutton, the character of nails may be influ- 
enced by congenital malformation or by neoplasia, such as 
melanomas, or subungual exostoses. Trauma of various sorts, 
physical, mechanical, and chemical, may change the growth of 
a nail. Altered metabolism, such as that arising from vitamin 
deficiencies or hormonal imbalances, may show itself in the 
appearance of the nails. The appearance of nails may be 
changed by infections in them or in adjacent soft tissues. 
Finally, neurotic habits, such as biting or pulling the nails, 
may distort them. Many persons believe calcium deficiency is 
a common cause of brittle nails, but no evidence exists to 
support their opinion. Cornbleet (Arch. Dermat. & Syph. 
62:436 [Sept.| 1950) showed that the shape of the nail may 
cause it to break easily. When the middle longitudinal section 
is thinner than the lateral ones, as happens in some persons, 
it bends easily to pressure and fractures. The break then ex- 
tends from side to side. A symptomatic remedy is to trim 
the nail to leave the distal edge in the form of a straight 
line across, just as for overcoming the tendency toward in- 
grown toenails. Any systemic cause, such as poor nutrition, 
that could contribute to the easy breaking of the nails should, 
of course, receive attention. 


BILIARY ATRESIA 

To THE Epitor:—An 8-month-old child has congenital intra- 
hepatic biliary atresia. An operation was performed at the age 
of two months to verify the diagnosis, but no reconstructive 
surgery was performed. The child has had normal mental 
development. He is unable to absorb fats. Periodic stool 
examination demonstrates no bile pigment. The icterus index 
has risen slowly. Clinically, the jaundice has not changed a 
great deal. The liver is moderately enlarged and not ab- 
normally tender. The child eats well. He is being given water- 
soluble multivitamins. Is there any recent experimental work 
whose results might potentially alleviate his distress? Is there 
anything to the thought that administration of bile salt by 
mouth may diminish bile salt production in the liver? 

Walter C. Reynolds, M.D., Portland, Ore. 


This inquiry. was referred to two consultants, whose respective 
replies follow.—ED. 


ANSWER.—Atresia of the intrahepatic bile ducts has been well 
reviewed (Ahrens and others: Pediatrics 8:628-646, 1951). As the 
condition is considered to be a developmental anomaly in which 
the interlobular bile ducts are absent, there seems little hope of 
reconstructive surgery. If at the same time (as is sometimes the 
case) extrahepatic atresia of the bile ducts is present, this may 
be amenable to surgical treatment, but this presumably is not 
the case in the child in question here. According to Ahrens and 
colleagues the condition is compatible with life, in a few in- 
stances for five years or more. Skin xanthomatosis is common 
and should be looked for in this child. Other than maintenance 
of adequate nutrition there is little to offer these children. Vita- 
min K should certainly be given parenterally from time to time 
to assure the maintenance of an adequate blood prothrombin 
concentration. There is no adequate evidence that the adminis- 
tration of bile salts by mouth will diminish the production of 
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bile salts by the liver. In such prolonged and irreversible ob. 
structive jaundice as this child has, bile salt administration may 
even be harmful. ; 


ANSWER.—Intrahepatic biliary atresia, or the absence of the 
biliary collecting system within the liver, which may be diffuse 
or partial and patchy, does not lend itself to any form of success. 
ful surgical therapy. When the seat of the trouble is in the extra- 
hepatic biliary drainage system, choledochoduodenostomy has 
been used successfully in a number of instances. No recent 
medical work suggests either a mechanism or satisfactory therapy 
for intrahepatic disorder. There is no evidence that bile salts 
administered by mouth diminish bile salt production in the liver: 
if they had any effect at all, it would be to increase the bile 
flow, which would be undesirable in such a case. Therapy with 
water-soluble vitamins, injection of fat-soluble vitamins, and 
general attention to nutrition and hygienic care are all that can 
be offered at present. If the obstruction is in the extrahepatic 
biliary system a bypassing operation may be successful. 


TESTOSTERONE FOR OVARIAN CANCER 


To THE Eprror:—ZI have been giving 100 mg. of depot testos- 
terone a week, up to a total of 3 to 5 gm., to patients with 
estrogenic granulosa cell carcinomas of the ovary and to ail 
patients who have any ovarian carcinoma with ascites. I know 
of no one else doing this, and, in the brochure “Cancer of 
the Female Genital Tract” by Traut and Benson, I do not see 
this mentioned. I have written to Dr. Traut on this subject, 
but I should like to know your opinion concerning the pos- 
sible benefit of using testosterone in this disease. Since these 
patients are almost always treated palliatively for ascites, 1 
do not believe that it will do any harm if the dosage is ex- 
cessive, but, although I treat from 25 to 40 patients a day 
by radiation, I rarely have more than one or two patients with 
ovarian carcinoma at any given time and so can reach no 
valid conclusion as to the value of testosterone. 


Jay McLean, M.D., Savannah, Ga. 


ANSWER.—Although there have been several studies on the 
value of testosterone in ovarian carcinoma, the general im- 
pression is that it does not have any definite objective effect on 
the disease in most patients but may exert its well-known 
anabolic activity and produce some subjective improvement. 
There is no evidence that testosterone will accelerate the disease. 
Granulosa cell tumors of the ovary are rare, and, in most in- 
stances, they can be successfully treated by surgical excision. 
There does not appear to have been any satisfactory experience 
in the treatment of this tumor with testosterone; in fact, because 
of the carcinomas of the endometrium that may occur in this 
disease, surgical treatment of this tumor is by far the preferred 
procedure. 


REACTIONS FOLLOWING VITAMIN B BY VEIN 


To THE Eprror:—What is the incidence of death due to in- 
jection of vitamin B complex intravenously in human beings? 


Arthur L. Cummings, M.D., Burbank, Calif. 


ANSWER.—A satisfactory answer to this question has not been 
found. However, serious reactions following the parenteral ad- 
ministration of vitamin B complex preparations are discussed 
by Chitwood and Moore in THE JouRNAL for Feb. 9, 1952, page 
461. These authors state that in view of the wide use of such 
preparations “the ratio of serious reactions to the number of 
injections given must be exceedingly small.” Jaros and others 
(Ann. Allergy 10:29i [May-June] 1952) say that reactions to 
thiamine have been observed almost from the time of its first 
isolation, yet they are so few in number that the literature of 
the past 15 years records only 203 cases, 2 of them fatal. In 
THE JourNAL for July 12, 1952, page 1048, brief mention is 
made of a patient who died after receiving 10 mg. of thiamine 
intravenously. The reports by Reingold and Webb (J. A. M. 4. 
130:491 (Feb. 23] 1946) and Haley and Flesher (Science 104:567 
{Dec. 13] 1946) may also be of interest. The first report suggests 
that a death following intravenous injection of thiamine hydro- 
chloride was due to an anaphylactic type of shock, whereas the 
second report offers data obtained on experimental animals that 
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indicate death from this agent is not due to anaphylaxis. Sev- 
eral investigators recommend skin tests of the patient before 
parenteral administration of thiamine hydrochloride and advise 
against this form of administration when the oral route can be 
used. Of the other members of the vitamin B complex, nicotinic 
acid or its derivatives may also produce toxic effects on paren- 
teral administration. Reports of death following injections of 
this vitamin have not been found in the medical literature, al- 
though reactions to a solution of nicotinamide may occur during 
intravenous administration. Because of the inherent dangers of 
iniection by this route, it is usually advisable to use it only when 
other routes of administration cannot be employed and when 
the deficiency is sufficiently severe to warrant an emergency form 
of therapy. In most instances deficiencies of vitamins can be 
adequately met by oral administration. 


FEVER, CERVICAL LYMPHADENITIS, AND 
PSEUDOMEMBRANE FORMATION 


To THE Eprror:—What diseases besides diphtheria cause an 
acute, febrile illness with tenacious pseudomembrane forma- 
tion over the adenoids and are unresponsive to chemotherapy? 
I have seen 27 cases this year and only obtained positive 
cultures in one. The disease causes high fever and cervical 
lymphadenopathy. One family of three children, all of whom 
had the illness, had a history of having found their pet parakeet 
dead in its cage two weeks prior to illness. What percentage 
of cases will show positive diphtheria cultures? What is the 
proper technique of obtaining cultures? What is the best 
medium and proper length of time and temperature for cul- 
tures? What is the best stain? 


C. L. Conklin, M.D., Corpus Christi, Texas. 


ANSWER.—Mononucleosis is probably the disease that fulfills 
most closely the conditions described. With this infection the 
appearance of the throat may be strongly suggestive of diph- 
theria, and it is not uncommon for a primary diagnosis of the 
latter disease to be made. Moreover, if the cervical lymphadenitis 
is severe in mononucleosis it may be thought that the patient 
has a “bull neck” diphtheria. In that form of diphtheria the 
tissues of the neck are comparatively soft and pliable, whereas 
in mononucleosis they feel hard and indurated. Lymphatic 
leukemia is another disease in which the appearance of the throat 
sometimes bears a close resemblance to that in malignant diph- 
theria and the patient’s neck is also swollen. Vincent’s angina 
might be considered, but it should respond to antibiotics. 
Although the history of three children finding their pet parakeet 
dead deserves consideration, it does not seem likely that nearly 
every one of the 27 patients had psittacosis. It should be possible 
to obtain a positive culture from every patient with diphtheria, 
but it may be necessary to repeat the culture before that aim is 
accomplished. If the patient has been using antiseptic mouth- 
washes or receiving large doses of penicillin—especially in 
lozenges—it may be difficult to secure a diphtheria culture. 
Sterile applicators should be used for swabbing not merely the 
throat but also the posterior nares when obtaining material to 
inoculate the culture mediums. The L6ffler medium is generally 
used, and a temperature of from 35 to 37 C is maintained in 
the incubator for from 8 to 24 hours. However, by the Brahdy 
method applicators are impregnated with L6ffler medium and 
incubation of only three to four hours is necessary. For staining, 
methylene blue is considered standard. 


COLOBOMA OF EYELID 


To 1HE Eprror:—What is considered to be the optimal age for 
correction of a coloboma of an upper eyelid? 
M.D., Ohio. 


ANSWER.—The position and extent of a congenital coloboma 
of an upper eyelid is a factor in determining the optimal age 
for surgical repair. Exposure of the cornea to external trauma 
demands immediate correction, while operation on small colo- 
bomas with adequate corneal protection may be deferred if the 
general physical condition is not favorable for surgical proce- 
dures. For optimal cosmetic results, the repair of coloboma 
should be done as early in life as circumstances permit. 





QUERIES AND MINOR NOTES 303 


ACUTE RHEUMATIC FEVER 


To THE Eprror:—A 38-year-old man who had acute rheumatic 
fever nine months ago was treated with cortisone for several 
weeks, but he seemed to respond better to bed rest and aspirin 
His sedimentation rate varied from 62 to 100 mm. the first 
three months. The last four months it has averaged between 
10 and 20 mm., going as low as 2 mm. on one occasion. While 
the pain and swelling have left his joints, he is weak and 
spends much of his time in bed. His hemoglobin level has 
increased in the last four months from normal to 20 em, per 
100 cc. His red blood cell count has increased from 4,300,000 
to 5,500,000 per cubic millimeter. He has no signs or symp 
toms of polycythemia. What would vou suggest should be the 
treatment for this man? 


Robert E. Littlejohn, M.D., Sequim, Wash. 


ANSWER.—A patient who has recovered from acute rheumatic 
fever and whose sedimentation rate has returned to normal or 
nearly normal, who has no joint swelling or pain, and who pre 
sumably has a normal temperature, should start a gradual 
transition from bed rest to activity. He should first be allowed 
to sit in a chair for one-half hour twice daily, and this should 
be increased by one-half hour each day until the patient spends 
all of his time out of bed. The next step should be walking on 
level ground, and if this is tolerated climbing stairs should be 
permitted. Sulfadiazine, 0.5 gm. twice daily, should be admin- 
istered to prevent a recurrence of the rheumatic fever by pre- 
venting streptococcic infection. The drug should be continued 
for five years. If the cortisone was discontinued only recently 
and abruptly, the weakness may be due to the withdrawal of 
the hormone. If the weakness is extreme, temporary resumption 
of about the original dose is indicated until there is increased 
strength. The dose should then be reduced gradually, by decre- 
ments of 10 mg. weekly. If the weakness is moderate, supportive 
therapy and replacement of electrolytes is sufficient. 


WHISKEY 


To THE Epiror:—/. What chemicals impart the characteristic 
flavor to good (80 to 90 proof) whiskey other than the alcohol? 
2. Are such undesired byproducts in the manufacture of 
whiskey as aldehydes, ketones, and esters responsible for the 
“hangover,” or is the alcohol alone the chief cause? 3. Are 
certain chemicals added to whiskey to modify the flavor or 
otherwise bring about desired coloring and flavoring? 


M.D., Illinois. 


ANSWER.—The characteristic flavor of whiskey is ascribed to 
the presence of congeners that may include alcohols from propy! 
to octyl, their isomers, and glycerin; aldehydes from acetalde- 
hyde to valeraldehyde, and also furfural; ethers, as dimethy] 


and diethyl; acids from acetic to linoleic; ethyl, propyl, and amy! 


esters of the acids from acetic to lauric; ketones such as acetone; 
and substances such as trimethylamine, allyl mercaptan, diethy] 
sulfide, acetal, and pyrozine (Haggard, H. W., and others: Quart. 
J. Stud. Alcohol 4:3, 1943). These authors point out that the 
total content of congeners rarely exceeds 0.5% of the whiskey 
and may be as low as 0.01%. Aging of distilled spirits actually 
increases the concentration of the higher alcohols, which are 
collectively known as fusel oil, but they feel that this substance 
is not the toxic ingredient of “bad” whiskey. This view has 
previously been expressed by Yandell Henderson (A New Deal 
in Liquor, New York, Doubleday, Doran & Company, 1934, 
p. 167): “None of our popular superstitions is cherished with a 
more childlike faith than that concerning the difference between 
‘good whiskey’ and ‘bad whiskey.’ The one is imagined as a 
rather innocuous beverage, the other as distinctly poisonous. 
In particular, ‘bad whiskey,’ through its alleged high content of 
‘fusel oil,’ is supposed to be potent for headache, nausea, and 
misconduct. In reality ‘bad whiskey’ is generally merely new 
whiskey; the sole difference to its detriment is one of taste. So 
far from its being more poisonous than the ‘finest old whiskey 
fully matured in the wood,’ it is really rather less so; for the 
high-priced old whiskey tends to be more concentrated, and the 
cheap whiskey has often been diluted with water. The one con- 
siderable poisonous substance in whiskey, good or bad, old or 
new, is the high content of ethyl! alcohol.” 
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The experiments of Haggard and his associates indicate that 
the intoxicating effect of whiskey depends solely on the con- 
centration of alcohol in the blood. However, the catabolism of 
alcohol is interfered with by certain unidentified congeners in 
“toxic” distilled spirits, so that the concentration of alcohol in 
the blood rises to a higher level and lasts longer than if this 
congener were not present. Ordinarily the flavor and color of 
aged whiskey is controlled by the process of aging. However, 
caramel is sometimes used as a short-cut adulterant. 


CONGENITAL PTOSIS 
To THE Eprror:—A 5-month-old boy has congenital partial 
ptosis and exophoria. The baby attempts to elevate the lid. 
The forehead does not wrinkle. The fundus appears normal. 
At what age should correction be attempted? 
M.D., Michigan. 


ANSWER.—Congenital ptosis with paralysis of an internal 
rectus muscle occurs unilaterally about twice as often as bi- 
laterally, and such defects constitute about 10% of congenital 
cases. Early operation is desirable in an effort to forestall 
amblyopia and, in unilateral cases, may be performed after the 
patient is 2 years of age. In bilateral cases operation should be 
deferred until age 3 years simply because the child is easier to 
control postoperatively. If extraocular muscle paralysis is more 
extensive, involving the superior rectus, operation may well be 
further deferred. The condition should not be neglected, because 
there is little likelihood that the child will outgrow it. Ptosis 
alone should be corrected after 2 years of age; when complicated 
with muscle paralysis the optimum age is determined by cir- 
cumstances, but certainly, if good results are to be expected, 
the operation should be done between the ages of 3 and 6. 


ANTICOAGULANT FOR TESTS 


To THE Epitor:—I/ am starting a small clinical laboratory in 
my rural office building, and I intend to perform the following 
tests: red blood cell and white blood cell counts, differential 
leukocyte count, hemoglobin determinations, Wéintrobe’s 
hematocrit and sedimentation rate, blood sugar level, and 
either blood urea or nonprotein nitrogen level. For sake of 
speed and convenience, I would like to perform all these 
tests on venous blood. What anticoagulants should I use? 
1. Is there any anticoagulant that can be used for all the 
blood cytology and blood chemistry tests mentioned above? 
2. Can the hemoglobin and blood cell count determinations 
be run with the same anticoagulant used for Wintrobe’s 
hematocrit and sedimentation rate? 


John F. Noguera, M.D., Praco, Ala. 


ANSWER.—The anticoagulant suitable for use in all of the 
blood work mentioned is the dried double oxalate: 


EE I OE eee 12 gm. 
bo ehiwvenoowene see 8 gm. 
Distilled water to make 1 liter 


One cubic centimeter of this solution is pipetted into suitable 
vials and the water evaporated at a temperature not exceeding 
70 C. The dried oxalate in each tube is sufficient to prevent 
10 cc. of blood from clotting. It is important to maintain the 
proportion of 1:10. 


PIGMENTATION OF THE MACULA AND RETINA 

To THE Epiror:—/ would like information on the cause and 
treatment of pigmentation of the macula and retina. Is 
cyanocobalamin (vitamin By.) of any value in this condition? 


C. E. Johnson, M.D., St. Paul. 


ANSWER.—The causation of progressive retinal-macular pig- 
mentation usually involves three factors: (1) hereditary pre- 
disposition, (2) time and age, and (3) biochemical-physical 
environment, which in most cases is almost unalterable. By 
inference, constitutional, presenile, progressive retinal-macular 
degeneration is referred to. There is no specific treatment known 
that will cure or alter its progressive course. In the auxiliary or 
supportive treatment, the eradication of infective and metabolic 
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diseases is very important. Among these is vitamin B,. deficiency, 
which obviously should be corrected if present. Auxiliary treat. 
ment presumes that increased well-being of the patient wil] be 
associated with retardation of the degenerative retinal process. 
which, unfortunately, is seldom evident. The topical, oral, or 
parenteral administration of cyanocobalamin or other vegetable. 
vitamin, mineral, or animal catalytic agents essentially is of 
value, especially in progressive retinal degenerations, only as 
these substances supply deficiencies and are metabolized in the 
diseased part. Although extensive therapeutic experiments with 
animals and human beings are in progress throughout the world. 
none are yet of practical value in the cure or arrest of progres. 
sive retinal-macular pigmentation. Among the potential remedies 
under investigation are vitamins of numerous types and adrenal, 
pituitary, and sex hormones, as well as tissue extracts from 
almost every part of the body. 


ARSENIC, BISMUTH, AND SYPHILIS 

To THE Epitor:—Which antisyphilitic arsenical preparation is 
now considered to be the best, allowing for a compromise on 
effectiveness and toxicity? M.D., New York. 


ANSWER.—There is no longer any occasion for the use of 
any arsenical preparation in the treatment of syphilis. The use 
of arsenic and bismuth has been abandoned in the United States 
in favor of antibiotic therapy, principally with penicillin. 


STERILIZATION FOLLOWING MASTECTOMY 

FOR CANCER 

To THE Epiror:—Dr. Charles E. Dunlap’s comment in Tue 
JouRNAL for Oct. 9, 1954, page 672, states that the practice 
of sterilization following mastectomy is sufficiently contro- 
versial to permit honest differences of opinion but that routine 
castration of young women with operable carcinoma of the 
breast does not seem justified. A qualification is in order. Re- 
gression of breast carcinoma following destruction of the 
ovaries by tumor has been noted since the mid-19th century. 
Repeated attempts at surgical castration, notably by Beatson 
in 1896, were inconclusive. Since Lacassagne’s work in 1932, 
many others have amply shown the effect of estrogen on 
mammary carcinoma, and recently Pearson and co-authors 
(J. A. M. A. 154:234 [Jan. 16] 1954) have shown that two 
types of breast carcinoma exist, one of which is estrogen- 
maintained, the other not. This may account for the incon- 
clusiveness of surgical castration, the differences of opinion, 
and the controversy. Furthermore, the antecedent factor of 
ovarian estrogen stimulation partly responsible for the induc- 
tion of cancer in one breast may continue to promote cancer 
in the other, especially in the young woman who is still 10 
to 15 years shy of the menopause. 


Nicholas G. Demy, M.D. 
Radiation Therapy Department 
Bellevue Hospital, New York. 


MERALGIA PARESTHETICA 

To THE Epitor:—/n the query on meralgia paresthetica in THE 
JouRNAL, Oct. 16, 1954, page 751, no mention is made of the 
age of the patient; however, I feel that in symptoms of this 
sort intermittent claudication needs to be ruled out, as the 
symptoms mentioned may be due to obstruction in the aorta 
itself. An angiogram of the abdominal aorta and its main 
branches would appear indicated. 


Estelle E. Kleiber, M.D. 
131 Livingston Ave. 
New Brunswick, N. J. 


CORRECTION 


Electrolyte Content of Bank Blood.—lIn the answer to the quer) 
by this title in THE JourNaL, Sept. 25, 1954, page 460, the data 


in the table for potassium and sodium showed milliequivalents 


per liter rather than milligrams per 100 cc. 
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